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Portrait of a Gentleman 


IN MEMORY OF HERBERT ACUFF, M_.D., F.A.C.S., F.I.C.S. 


T JS with heartbreaking sorrow and a 
| sense of universal as well as personal 
loss that we record the passing of our 
beloved friend, colleague and President, 
Dr. Herbert Acuff of Knoxville, Tennes- 
see, who died quickly and mercifully of a 
heart attack on Friday, the second of 
November (see obituary page). 

That hearts are heavy all over the civi- 
lized world is touchingly evident from the 
flood of letters, telegrams and cables still 
pouring in. The flag of the International 
College of Surgeons hangs at half-mast on 
the College Home, and on the portal a 
wreath of mourning bay. The portrait of 
our friend and leader looks down from a 
shadow of crape, unchanged in its kindli- 
ness but poignant indeed to see. 

These things, in their way, are tributes, 
the signals of grief. But no expression 
of our grief and shock can be adequate. 
Perhaps we should do better to express 
our gratitude—gratitude for the great 
privilege of having known him and walked 
a little way with him. For it was a priv- 
ilege. In a world stained deep with hos- 
tility and fear, with jealousy and spite, 
with self-interest and self-aggrandizement 
and cruelty and indifference, Dr. Acuff 
lived his life on a loftier plane; not con- 
sciously, not self-righteously, but natu- 
rally. He chose the good and rejected the 
bad by instinct. Like all such men, he 


leaves the world better than he found it. 

We admired and honored him for his 
worth-while achievements, but we loved 
him for his unfailing courage, kindness 
and truth. He exemplied to us the “great 
good man” at his best; for what is a good 
man but one who lives for others, and 
what is a great man but one who is in- 
capable of petty thought or action? 

No meeting with Herbert Acuff could 
be casual. An almost startled admiration 
and affection leapt into being at his first 
approach, to be sealed forever in the re- 
cipient’s memory by the warmth, sincer- 
ity and spontaneity of his greeting and his 
handclasp. His reward for the high in- 
tegrity of his life and work was a coun- 
tenance so winning, a manner so genu- 
inely friendly and a dignity so unassail- 
able that none who looked upon him can 
ever forget him. Sham dignities there 
are, and undeserved, but the dignity of 
this man was in his manhood, had its 
foundation in humility, and could no more 
be shaken by the flurries and storms of 
circumstance than can the Rock of Gibral- 
tar. 

No stress or strain disturbed his sense 
of values; the waves of cynicism and soph- 
istry broke harmlessly against him. He 
knew that loyalty is more than a senti- 
ment, that friendship can be worthy of 
the name, and that gentleness and cour- 
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tesy betoken not weakness but strength. 
His sense of humor and his sense of pro- 
portion never failed him. He never de- 
scended to barter; when he gave of him- 
self, as he did every day of his life, he 
gave freely, warmly and without calcula- 
tion or pause. 

An obstacle he regarded as something 
to look beyond; as long as the goal was in 
sight, it could be reached. His faith in 
mankind was tremendous. He seldom 
spoke of it, but he had no need to. It was 
so strong a factor in his personality that 
his very presence was a challenge. Men 
and women confronted with this unassum- 
ing but impressive exponent of all the 
higher human potentialities reexamined 
themselves and profited greatly thereby. 
It is no small testimony to Dr. Acuff’s 
charm that none of them resented the 
reminder. 

Of the loss to the International College 
of Surgeons who can speak without fal- 
tering? Dr. Acuff had friends and ad- 
mirers all over the world. A member of 
the College from its incipiency, he ac- 
cepted the duties of membership as bind- 
ing. He was never once found wanting, 
never half-hearted. His dedication to the 
College ideals was complete. Staunchly 
and steadily he supported the organization 
throughout the early viscissitudes every 
such group encounters. No less staunchly 
and steadily he participated actively in 
all its endeavors throughout the years of 
its struggle and growth. When the Col- 
lege accorded him the highest honor in its 
gift, the international presidency, he as- 
sumed and discharged the office quietly 
and well. There was no ostentation in 
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him, no self-seeking. His whole career, 
personal, professional and organizational, 
was a living pattern of the principles on 
which the College was founded. We may 
take sorrowful comfort from our knowl- 
edge that his devotion was matched and 
compensated in his lifetime by the almost 
miraculous growth of the organization he 
served so faithfully. 

Let us give thanks, then, out of our 
bitter grief. His season of mourning may 
well be the rest of our lives, but he did not 
labor in order that we might mourn. He 
labored that men might grow to a man’s 
true stature; that knowledge and truth 
might reach the uttermost dark corners 
of the earth; that peace and amity and 
human brotherhood might prevail. He 
did as much as any man can to achieve it. 
Of how many others can this be truly 
said? 

He was our friend, and we shall not 
forget him. He was our brother, and we 
cannot but grieve. We shall grieve anew 
at every reminder of him, at every rich 
memory of the man he was. We shall 
miss him—how deeply and how painfully 
each of us knows. But our true tribute 
to him goes much further. We must take 
strength from the record of strength he 
bequeathed us, and learn of him now, if 
we have not learned before, what majesty 
may shine through simple, sincere devo- 
tion; what changes can be wrought in 
man by faith in man’s honor; what spirit- 
ual heights await the self-forgetful; and 
how better than bread is the friendship 
of a true friend. 

MAX THOREK 


His life was gentle, and the elements 
So mixed in him that Nature might stand up 
And say to all the world, “This was a man!” 


—Shakespeare 
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Onginal Articles 


Cervical Ribs: Symptoms, Differential Diagnosis 


and Indications for Section of the Insertion 


ence of cervical ribs result from 

pressure on and irritation of the sub- 
clavian artery and the brachial! plexus. 
The mere presence of cervical ribs,! 
whether unilateral or bilateral, does not 
necessarily mean that they are responsible 
for pains in the shoulder or arm. The 
factors responsible for lessening the 
width and the depth of the posterior cer- 
vical triangle determine whether or not 
pressure is produced on the subclavian 
artery and the brachial plexus. In some 
instances, when cervical ribs are absent, 
symptoms appear similar to those pro- 
duced by their presence. This phenome- 
non, with the accompanying group of 
symptoms, is referred to as the scalenus 
anticus syndrome. 

Section of the scalenus anticus muscle 
(which I suggested and reported on in 
1927) instead of removal of the super- 
numerary rib continues to be the opera- 
tion of choice. Occasionally, in addition 
to scalenotomy, a portion of a completely 
formed cervical rib must be cut away with 
rongeurs in order to obtain thorough 
mobilization and decompress the brachial 
plexus. Cervicothoracic sympathectomy 
occasionally has to be perforced in con- 
junction with scalenotomy when vascular 
and vasomotor symptoms predominate. An 


Tene symptoms produced by the pres- 


* Deceased. 
Read at the Sixteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, Chicago, 
Sept. 11, 1951. 
Submitted for publication Sept. 18, 1951. 


of the Scalenus Anticus Muscle 


ALFRED W. ADSON, M.D., F.A.C.S., F.I.C.S. (HON.)+ 
ROCHESTER, MINNESOTA 


anomalous formation of the first thoracic 
rib, with the presence of a cervical rib, 
requires resection to liberate the brachial 
plexus thoroughly. 

Development of Supernumerary Ribs.— 
Jones attributed the embryologic forma- 
tion of supernumerary ribs to a conflict 
between forming plexuses and ribs. In 
the higher forms of animal life, the limb 
buds cover several vertebral segments, 
the nerves from which grow into the buds. 
However, the diametric growth of the 
limb buds does not keep pace with the 
longitudinal growth of the vertebral col- 
umn, and soon segmental nerves have to 
pursue an oblique course to enter the buds. 
Then begins the conflict between the 
obliquely running nerves and the newly 
forming ribs. The embryonic nerve trunks 
are far larger in proportion to the verte- 
brae and ribs in the embryo than in the 
fully developed animal. The obliquely run- 
ning nerves normally impede the growth 
of the ribs, so discouraging them that 
they merely form vertebral processes. 
Todd was of the opinion that the vessels 
have equal importance with the nerves as 
causative factors in modification of the 
upper end of the thorax. 

The reported anomalies of the upper 
end of the thorax range from rudimentary 
first ribs to double cervical ribs on the 
same side. 

Gruber, in 1869, classified cervical ribs. 
He divided them into four groups accord- 
ing to extent of growth: (1) a rib of slight 
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Fig. 1—Process of compression of the subclavian artery and the brachial plexus against the cervical 


rib with the release that is effected by dividing the muscle at its attachment. 


The subclavian 


artery may be partially compressed at all times in the presence of a cervical rib but is frequently 


degree, reaching beyond the transverse 
process; (2) a more advanced rib, reach- 
ing beyond the transverse process, either 
with a free end or touching the first rib; 
(3) an almost complete rib, the connec- 
tion with the cartilage of the first rib 
being formed by means of a distinct band 
or by the end of the long body of the 
cervical rib; and (4) a complete rib, 
possessed of a true cartilage which unites 
with the cartilage of the first thoracic rib. 

Todd expressed the opinion that the 
scalenus and intercostal muscles arise 
from the same muscle plane, forming two 
sheets, the outer forming the scalenus 
anticus and minimus muscles; the inner, 
the scalenus medius and posticus muscles. 
These sheets of muscle are continued as 
the internal and _ external intercostal 
muscles. The subdivisions of the scalenus 
muscles are made by the passage of vessels 
and nerves. The course of the subclavian 
artery through the scalenus muscles cor- 
responds to that of an intercostal artery 
through the wall of the thorax. 

The subclavian artery is divided into 
three parts by the scalenus anticus muscle. 
The first part is medial to the muscle; the 


occluded by contracture of the scalenus anticus muscle on inspiration. 


second part is directly behind, and the 
third part is lateral. The subclavian vein 
is below and in front of its artery, with 
the scalenus anticus muscle lying between. 
The phrenic nerve passes downward in 
front of the scalenus anticus muscle 
toward the medial border. The cervical 
pleura is directly below and behind the 
first and second parts of the subclavian 
artery. It extends higher in the neck in 
persons with cervical rib. An important 
relation to the first part of the subclavian 
artery on the left side is borne by the 
thoracic duct which arches down in front 
of it in order to end at the junction of 
the internal jugular and subclavian veins. 
The first thoracic rib is below the third 
part of the subclavian artery. 

Incidence of Supernumerary Ribs.— 
Cervical ribs! are present in 6 patients per 
thousand; 55 per cent of these are dis- 
covered accidentally by the roentgenolo- 
gist in routine examinations of the cer- 
vical portion of the spine for complaints 
other than those produced by cervical ribs. 
They occur twice as often in female as 
in male patients. They appear bilaterally 
in 50 per cent of the cases; when they 
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are unilateral, they occur as often on one 
side as the other.’ 1° However, when an 
unilateral cervical rib is present, there 
frequently exists on the opposite side a su- 
pernumerary costal tubercle which does 
not extend beyond the transverse process 
of the cervical vertebra and is, therefore, 
not classifiable as a cervical rib. White, 
quoting from Haven’s study, stated that 
malformations of the first thoracic rib 
occur as often as do cervical ribs. In 
Henderson’s experience, although malfor- 
mations of the first thoracic rib were en- 
countered, they were not observed as 
often as were cervical ribs. 

Taut Omohyoid Muscle.—The omohyoid 
muscle in persons with long necks not in- 
frequently compresses the brachial plexus 
and gives rise to pain and paresthesia. 
Although this muscle usually is divided 
during a scalenotomy, I have purposely 
left the ends unsutured during closure of 
the wound in several cases. I have done 
this after an experience with a patient 
who had undergone scalenotomy else- 
where but still complained of pain and 
paresthesia. This patient also had a small 
cervical rib. Since it was not certain that 
the scalenus anticus muscle had been com- 
pletely divided, reoperation was advised. 
I found everything satisfactory except 
that the omohyoid muscle was very tense 
and acted as a band running diagonally 
across the brachial plexus. On section of 
the omohyoid muscle the wound was 
closed. The patient was promptly relieved 
of her symptoms. 

Before proceeding with an enumeration 
of the symptoms produced by the factors 
responsible for the cervical rib or the 
scalenus anticus syndrome, I should like 
to offer a word of caution and suggest 
that clinicians and surgeons consider other 
causes for pain in the shoulders, arms, 
neck and hands. I agree with Ochsner 
and his associates and with Eaton and Mc- 
Gowan, who have emphasized that num- 
erous conditions may produce pains in 
these areas. The more common ones are 
bursitis, cervical arthritis, myositis, fibro- 
sitis, brachial neuritis, Raynaud’s disease, 
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thrombo-angiitis, neoplasms within the 
spinal canal, neoplasms of the peripheral 
nerves and protruded intervertebral discs. 
In addition to all these there are func- 
tional elements, exemplified by the patient 
who complains of pain “here and there,” 
which includes the shoulders, neck, head 
and even the arms at one time or an- 
other. I presume that it is needless to 
emphasize the importance of a careful 
study and an accurate differential diag- 
nosis. It is certain that scalenotomy will 
not relieve the symptoms produced by the 
lesions just mentioned. 

Symptoms.—Pain is the most common 
symptom. Often a pulsating mass can be 
detected above the clavicle; a bruit may 
be elicited in the same area. Paresthesia 
and anesthesia are not uncommon. Pa- 
ralysis occurs less frequently, as does 
gangrene of the fingertips. Symptoms of 
vasomotor disturbances appear rather fre- 
quently. One hand is cooler, more sweaty 
and more dusky than the other hand when 
the condition is unilateral. 

The pain may be sharp and lancinating, 
or it may be a dull ache. It usually courses 
downward over the ulnar and median 
nerves but occasionally extends upward 
to the shoulder and into the neck. It may 
be more or less continuous, but invari- 
ably it is exaggerated by rotation of the 
patient’s head or a forceful downward pull 
of the shoulder. The patient with cervical 
ribs that actually give rise to symptoms 
usually complains of pain on any sudden 
or violent exertion. Housewives complain 
of shoulder and arm pain after sweeping, 
washing or dusting. One woman com- 
plained of pain and numbness along the 
distribution of the ulnar nerve after dif- 
ficult labor. A physician complained of 
severe pain that extended along the 
median and ulnar nerves after he had 
struggled with an insane patient. Hyper- 
esthesia, paresthesia and anesthesia may 
be associated with the pains and may per- 
sist after strenuous activity. Atrophy of 
the muscles supplied by the _ brachial 
plexus occurs infrequently; when it does 
occur, it is manifested late in the course 
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of the disease and is rarely complete. The 
muscles supplied by the ulnar nerve are 
the ones chiefly affected. 

Vascular symptoms may be divided into 
three groups. The first is that which 
results from changes in blood flow, the 
blood flow being altered by varying de- 
grees of constriction of the subclavian 
artery. The constriction results from com- 
pression of the artery by the scalenus anti- 
cus muscle against the plexus and cervical 
rib (Fig. 1). Patients complain of not be- 
ing able to work with their hands raised 
above their shoulders, drive a car, or lift 
a heavy object because of pain and pares- 
thesia, or of not being able to sleep on 
the side because of resulting numbness 
in the arm and hand. 

Vascular symptoms of the second group 
are caused by actual organic changes in 
the subclavian artery and its terminal 
branches, characterized by occlusion of 
the radial, ulnar and brachial arteries, 
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and the appearance of edema, cyanosis 
and gangrene of one or more fingers. 
Atheromatous patches have been observed 
in the wall of the subclavian artery pos- 
terior to the scalenus anticus muscle. Fusi- 
form aneurysms have also appeared in 
the subclavian artery lateral to the 
scalenus anticus muscle. 

The third group of vascular symptoms 
is caused by disturbances of the sympa- 
thetic nervous system, characterized by 
vasomotor changes not unlike those ob- 
served in cases of Raynaud’s disease. The 
skin covering the hand is more likely to 
remain cool, dusky and moist than to pass 
through color changes such as occur in 
Raynaud’s disease. Horner’s syndrome on 
the affected side has been observed many 
times. 

The scalenus anticus syndrome, without 
the presence of a cervical rib, has been 
established as an independent entity. 


Naffziger and Grant, Ochsner, Gage and 


Fig. 2.—The vascular test; a, the subclavian and radial arteries identified; b, pulsations of arteries 

obliterated by inspiration; elevation of patient’s chest and rotation of his head to the affected side 

(in this case, the left). [From Adson, A. W.; Surgical Treatment for Symptoms Produced by Cervi- 
cal Ribs and the Scalenus Anticus Muscle, Surg., Gynec. & Obst. 85:687-700 (Dec.) 1947.] 
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Fig. 3.—The operative incision and the anatomic structures in the posterior triangle of the neck. 
[From Adson, A. W.: Surgical Treatment for Symptoms Produced by Cervical Ribs and the Scalenus 
Anticus Muscle, Surg., Gynec. & Obst. 85:687-700 (Dec. 1947.] 


DeBakey, Jelsma, Love and others have 
ably described the syndrome and have 
supported their opinions by reports of 
cases. The only addition I can make is to 
emphasize the importance of an accurate 
diagnosis if relief is to be expected from 
scalenotomy. 

Etiologic Factors.—The first factor is 
that those persons in whom symptoms 
develop have an anatomic structure of the 
neck that is different from the cervical 
structure of normal persons. The cer- 
vical portion of the spinal column is 
longer, and this same congenital defect 
accounts for the high-lying position of 
the subclavian artery. The width of the 
base of the posterior cervical triangle and 
the distance between the posterior sur- 
faces of the scalenus anticus and scalenus 
medius and posticus muscles are congen- 


itally shorter, or perhaps one should say © 


lower, so that the space through which 
the subclavian artery and the cords of 
the brachial plexus must pass is decreased. 
Then, if a cervical rib or a large cervical 
transverse vertebral process is present, 


the structures passing through the base 
of the triangle are still further com- 
pressed, since the bony structures elevate 
the floor and displace the plexus, forward 
against the subclavian artery. The sub- 
clavian artery is unable to dislodge itself 
and, therefore, is caught, compressed and 
irritated between the brachial plexus from 
behind and the scalenus anticus in front. 
When symptoms are present, the insertion 
of the scalenus anticus muscle invariably 
is wide, the muscle being attached later- 
ally beyond the tubercle of the first 
thoracic rib. This narrows the space be- 
tween the lateral border of the scalenus 
anticus muscle and the cervical rib, and 
accounts for additional compression of the 
brachial plexus and the subclavian artery. 

The second factor, which is concerned 
more with the onset of symptoms, prob- 
ably is associated with the descent of the 
shoulder girdle. This process begins in 
early adult life. The descent or sagging 
of the shoulders possibly may add suffi- 
cient traction on the brachial cords to 
precipitate symptoms when congenital ab- 
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normality of the lower part of the neck 
has already reduced the normal freedom 
of movement. 

The third factor is the presence of a 
hypertrophic scalenus anticus muscle. My 
attention was called to the possible role 
the scalenus anticus muscle played in the 
cervical rib syndrome on June 13, 1925, 
when I was asked to examine a patient 
who had gangrene of the first and second 
fingers of the right hand. It was known 
that he had a cervical rib on the right 
side, but we were unable to explain the 
unilateral vascular changes in the fingers. 
The brachial, radial and ulnar arteries 
had no pulsations. The right hand and 
the lower part of the arm were cyanotic, 
cold and moist. In view of my interest 
in vasomotor disturbances, I advised sur- 
gical exploration of the cervical rib. This 
was done. I used the anterior approach 
that I still use—the one in which the base 
of the posterior cervical triangle is ex- 
plored through a unilateral collar-skin in- 
cision. After reflecting the clavicular por- 
tion of the sternocleidomastoid muscle, I 
exposed the scalenus anticus muscle. The 
muscle was in my way as I explored the 
cervical rib, so I proceeded to section the 
costal attachment. I noticed that with each 
inspiration of the patient the scalenus 
anticus muscle bulged, became tense and 
completely collapsed the subclavian artery. 
After I had divided the muscle there re- 
mained an indentation in the subclavian 
artery where the muscle had rubbed the 
artery. This indented portion of the artery 
was shell-like to palpation, for a calcar- 
eous atheroma had developed there. The 
vessel did not give way (rupture,) at the 
site of this atheroma, as it did in the 2 
other cases. When the artery was released 
from the pressure of the muscle it began 
to slip downward under the clavicle, and 
as it did so it released the brachial plexus. 
Hence, the brachial plexus no longer was 
jammed over against the cervical rib. It 
was apparent that removal of the cervical 
rib would not have been sufficient to re- 
lieve the constriction of the subclavian 
artery as long as the scalenus anticus 


ADSON: CERVICAL RIBS 


muscle remained attached to the first 
thoracic rib. It was apparent likewise that 
sectioning of the scalenus anticus muscle 
at its insertion resulted in an upward 
retraction of the muscle, which relieved 
the situation without the necessity of re- 
moval of the cervical rib. 

After having several similar experi- 
ences, I became convinced that it was not 
necessary to remove cervical ribs routine- 
ly. This point was further substantiated 
by experience with the vascular test. Dur- 
ing the operation I could increase the ten- 
sion on the scalenus anticus muscle by 
having the anesthetist elevate the patient’s 
chin and rotate the head to the affected 
side. The increased tension increased the 
pressure and further collapsed the sub- 
clavian artery with each inspiration. It 
was also observed in preoperative employ- 
ment of the test that the more completely 
the circulation was obliterated at the 
wrist, the greater was the evidence of ar- 
terial compression when the subclavian 
artery was exposed during the operative 
procedure. 

The Vascular Test.—I should like to re- 
emphasize the importance of the vascular 
test (Fig. 2), since, if the result is posi- 
tive, it serves as a strong indication that a 
scalenotomy is indicated. The test indi- 
cates whether or not the volume of the 
pulse has been altered, suggesting that 
the subclavian artery has or has not been 
compressed. If the subclavian artery has 
been compressed, there is a strong prob- 
ability that the brachial plexus also is 
irritated or compressed whenever the 
scalenus anticus muscle is placed on ten- 
sion, since the artery is being displaced 
posteriorly against trunks of the plexus. 

The test consists of having the patient 
take a long breath, elevate his chin and 
turn it to the affected side. This is done 
as the patient is seated upright, with his 
arms resting on his knees. An alteration 
or obliteration of the radial pulse or 
change in blood pressure is a pathog- 
nomonic sign of the presence of a cer- 
vical rib or the scalenus anticus syndrome. 
Since I called attention to this phenom- 
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enon in 1927, it has been too often over- 
looked in a surgeon’s desire to operate for 
pain in the shoulder and arm supposedly 
due to either syndrome. 


It has been my experience that little has 
been accomplished by scalenotomy unless 
the vascular test gives a positive result. 
The test for muscle tenderness and nerve 
block advocated by Ochsner, Gage, and 
DeBakey apparently has proved valuable 
in the selection of patients for operation 
when a scalenus anticus syndrome is con- 
sidered, but in my opinion it is not as re- 
liable as the vascular test when used as a 
surgical indication. 

The vascular test has other diagnostic 
values, such as determination of the pres- 
ence or absence of subclavian arterial con- 
striction when cervical ribs are identified 
roentgenologically by accident. If the re- 
sult of the test is negative, scalenotomy 
is not indicated and the patient should not 
be told of the finding. If the result of the 
test is positive, operation should be con- 
sidered then or later, depending on how 
much constriction has taken place. If the 
radial pulse can be obliterated, there is 
evidence of trauma to the subclavian 
artery, and scalenotomy should be per- 
formed at once, since on several occasions 
I have observed atheromatous thickening 
in the wall of the subclavian artery under 
the scalenus muscle where friction existed. 
In 2 patients of mine the artery ruptured 
at the site of the atheromatous patch after 
scalenotomy. In 1 patient, rupture oc- 
curred twelve days after operation. The 
hemorrhage was so extensive that the pa- 
tient died before I could bring him back 
to the operating room and ligate the sub- 
clavian artery. In the second case it oc- 
curred just as I had finished the operation. 
I promptly exposed and ligated the proxi- 
mal end of the artery. The entire wall of 
the vessel was brittle in that portion of 
the subclavian artery that lies posterior 
to the scalenus anticus muscle. Fortu- 
nately, the patient recovered without com- 
plications and was also relieved of symp- 
toms. 

We still have failed to explain why the 
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scalenus anticus muscle becomes hyper- 
trophied in so many cases. It is possible 
that the muscle, with other accessory 
respiratory muscles, is called on to lift 
a heavier load during respiration in adult 
persons than in children because the 
shoulders and the pectoral girdle have in- 
creased in weight. The descent of the pec- 
toral girdle in adult life may aiso have 
increased the burden of the scalenus 
anticus muscle on inspiration. 

It is my opinion that the scalenus 
anticus syndrome, which develops with or 
without cervical ribs, results from a com- 
bination of factors. First, the congenital 
anomaly restricts the activity and freedom 
of movement of the brachial plexus and 
the subclavian artery. As long as no ac- 
tivating factor is introduced, the artery 
may be compressed slightly with each in- 
spiration without the production of symp- 
toms. But as the load on the scalenus 
anticus muscle is increased, the artery is 
compressed and displaced backward, jam- 
ming the plexus against the floor of the 
posterior triangle, the cervical rib, or the 
transverse process of the cervical verte- 
bra. All this varies in degree, depending 
on the room within the base of the pos- 
terior triangle of the neck. The neurologic 
symptoms depend on the nerve trunk in- 
volved and the degree of pressure applied. 
The atheromatous changes of the sub- 
clavian artery, with resulting thrombosis 
and occlusion, no doubt are due to damage 
from local trauma and a liberated em- 
bolus. The degree of damage bears a di- 
rect relation to the trauma. The presence 
of adhesions about the subclavian artery 
suggests thrombosis of the vasa vasorum 
and an inflammatory reaction. The tender- 
ness of the scalenus anticus muscle pointed 
out by Gage probably is caused by throm- 
bosis of arterioles from pressure trauma 
within the muscle. It undoubtedly gives 
rise to a local inflammatory process and 
sensations of pain, which Gage said he 
could temporarily relieve with a local an- 
esthetic agent. 


The vasomotor phenomenon results 
from stimulation of the postganglionic 
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Fig. 4.—Steps in the surgical procedure and in protection of the subclavian artery during operation; 
a, insertion of a strip of cotton between the subclavian artery and the scalenus anticus muscle; 
b, use of electrocoagulation to control bleeding while the tendinous muscular attachment of the 
scalenus anticus muscle is being sectioned; c, sectioning of the musculotendinous insertion of the 
scalenus anticus muscle with scissors; d, sketch showing how, when the scalenus anticus muscle has 
been sectioned, the subclavian artery slides forward and assumes normal caliber, and the lower 
trunk of the brachial plexus likewise slides forward and downward. [From Adson, A. W.: Surgical 
Treatment for Symptoms Produced by Cervical Ribs and the Scalenus Anticus Muscle, Surg., Gynec. 
& Obst. 85:687-700 (Dec.) 1947.] 
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sympathetic fibers as they pass, inter- 
mingled with the myelinated nerve fibers 
of the brachial trunks. In patients who 
present an unusual vasomotor disturbance 
the sympathetic nerve distribution prob- 
ably is as Telford and Stopford suggested. 
In reviewing a number of dissecting-room 
subjects without cervical ribs, they ob- 
served that the lower trunk of the brachial 
plexus in 8 cadavers lay on the upper 
surface of the first rib. In the eighth 
cadaver then observed that in the inferior 
part of the lower trunk of the brachial 
plexus there was a distinct and separate 
bunch of unmyelinated fibers. Their inter- 
pretation was that these were sympathetic 
fibers passing to the upper limb by the 
way of the lower trunk, fibers that had 
not yet become incorporated with and in- 
termingled among the other fibers of the 
lower trunk. The fusion of the sympa- 
thetic fibers with the lower trunk was, 
in this instance, at a more distal point 
than usual. It is my impression that a 
similar situation occurs now and then 
when cervical ribs are present, because 
the vasomotor symptoms of vasospasm 
and hyperhidrosis predominate and are 
out of proportion to other neurologic ob- 
servations, so that major involvement of 
postganglionic sympathetic fibers is sug- 
gested. 

Surgical Treatment.—A collar incision 
(Fig. 3) is made for a distance of about 5 
cm., extending upward and backward from 
the sternoclavicular articulation over the 
posterior triangle. The dissection is car- 
ried through the platysma myoides muscle 
and fat until the tendon of the sternoclei- 
do-mastoid muscle, with its attachment to 
the clavicle, is exposed. The clavicular 
attachment is divided between two for- 
ceps. The muscle portion is then reflected 
mesially, so that the tendon of the omo- 
hyoid is exposed and divided. During dis- 
section, the transverse cervical and the 
suprascapular arteries are divided and 
ligated. The scalenus anticus muscle is 
dissected free, and the phrenic nerve is 
retracted mesially before the tendinous 
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and muscular insertion is divided. The 
subclavian artery will appear on the lat- 
eral side of the scalenus anticus muscle 
and, if the space between the cervical rib 
(or the cervical rib and the tendinous 
bands to the thoracic rib) and the lateral 
border of the scalenus anticus muscle is 
narrow, the surgeon immediately observes 
compression of the subclavian artery 
against the trunks of the brachial plexus. 
On the mesial side of the scalenus anticus 
muscie the pleura may be observed, and 
if dissection is carried still farther mesi- 
ally the carotid sheath and the vertebral 
artery will be exposed; this, however, is 
unnecessary. 

It is important to carry the dissection 
upward on the anterior surface of the 
scalenus anticus muscle for a distance of 
5 cm. in order to expose the phrenic nerve 
thoroughly before it is retracted mesially. 
The surgeon must bear in mind, before he 
divides the scalenus anticus muscle at its 
insertion, that it lies over the compressed 
portion of the subclavian artery, and that 
the pleura is situated mesially to the inner 
border of the muscle; he will thus avoid 
injury to both structures. Sectioning of 
the musculotendinous insertion is most 
easily accomplished by sectioning the 
fibers in small groups with scissors. The 
cut fibers promptly retract upward (Fig. 
4). As soon as the scalenus anticus muscle 
has been divided, the subclavian artery 
will be seen to slide downward and take on 
its normal caliber, and the lower trunk of 
the brachial plexus likewise will slide for- 
ward and downward. If there are ad- 
hesions between the artery and the bra- 
chial plexus, gentle dissection will be 
necessary to liberate both. Care is re- 
quired to avoid injury to the vasa vaso- 
rum; if they are injured, extravasation of 
blood will take place between the mus- 
cular and adventitious coats of the sub- 
clavian artery. 

Before the surgeon proceeds with sec- 
tioning of the bundles of muscle fibers of 
the scalenus muscle, it is advisable to sepa- 
rate the muscle from the subclavian artery 
and protect it during thé operation by slip- 
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Cervical rib 
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ior thyroid 


Fig. 5.—Anterior approach to the cervical rib when resection becomes necessary. 


ping a strip of cotton between the two. 
This will permit the surgeon to use the 
electro-coagulating current to control the 
bleeding while he is sectioning the tendi- 
nous muscular attachment of the scalenus 
anticus muscle. If the muscle is hypertro- 
phied and bulky, it is advisable to resect 
3 to 5 cm. off the lower free end. The 
incision should be made diagonally across 
the muscle to avoid a postoperative lump 
in the neck. 

Craig and his assistant! in 1937 empha- 
sized the necessity of resection of a por- 
tion of the cervical rib, in addition to the 


performance of scalenotomy. Partial re- 
moval of the cervical rib is indicated when 
the rib is completely formed and occupies 
a high position as it turns downward, 
compelling the lower trunk of the brachial 
plexus to ride up over it before it con- 
tinues its course (Fig. 5). I remove this 
portion with a rongeur, exposing the 
amount I wish to remove by retracting 
gently the lower trunk of the plexus down- 
ward and the middle trunk upward. If it 
is necessary to operate on both sides, I do 
not hesitate to do so during the same oper- 
ation, and I have not found any contrain- 
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dications to such a procedure. 

Before closing the wound, I reflect a 
flap of fat between the brachial plexus and 
the subclavian artery to minimize ad- 
hesions and scarring. The wound is 
closed in much the same manner as any 
operative wound is closed. The scalenus 
muscle retracts upward. If division of 
the omohyoid tendon has been necessary, 
it usually is reunited by suture before the 
clavicular portion of the sternocleidomas- 
toid muscle is resutured with mattress 
sutures of chromic catgut. The patient 
may be permitted to sit up on the day 
after operation; he may be discharged 
from the hospital after three days and 
dismissed from the surgeon’s care as 
soon as the cutaneous wound has healed. 

When the technique of the anterior ap- 
proach and division of the scalenus anticus 
muscle is compared with the former lat- 
eral approach and resection of a cervical 
rib, the advantages of the anterior ap- 
proach are readily appreciated, to say 
nothing of the relative effectiveness of 
the procedure. The anterior approach can 
be carried out with ease and without dan- 
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ger of traumatizing the brachial plexus, 


whereas the latter requires considerable 
dissection and retraction of the brachial 


plexus. 


REVIEW OF CASE HISTORIES OF PATIENTS FOR 
WHOM SCALENOTOMY HAS BEEN PERFORMED 


The review includes the patients for 
whom scalenotomy has been performed 
at the Mayo Clinic from January of 1925 
to August of 1951, by members of the 
neurosurgical staff. There are 169 pa- 
tients in the series. They have been 
divided into three groups, A, B and C, for 
comparison of the incidence according to 
age, sex, sides involved, symptoms, types 
of operation and postoperative results. 


Group A includes patients for whom . 


scalenotomy was performed without re- 
section of cervical ribs (75 patients). 
Group B includes patients for whom a 
scalenotomy and partial rib resection was 
performed (30 patients). Group C in- 
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cludes patients for whom scalenotomy was 
performed for the scalenus anticus syn- 
drome in the absence of cervical ribs (74 
patients). 

Table 1 shows the incidence according 
to age when symptoms become so severe 
as to compel the patient to seek medical 
relief. 

Table 2 indicates the incidence accord- 
ing to sex and the side involved. Female 
patients appear to be afflicted twice as 
often as male patients. One side appears 
to be involved as often as the other. Uni- 
lateral symptoms appear twice as often 
as do bilateral symptoms. 

Table 3 shows the relative frequency 
of symptoms produced by cervical ribs or 
by the scalenus anticus syndrome. In 
some instances only one symptom was 
present; in others there were several. 

In Table 4 an attempt is made to evalu- 
ate the postoperative results. The ma- 
jority of the patients in Groups A and B 
showed excellent results. In about a third 
the results were good, with smaller groups 
showing poor results or none. 

In review of the table concerned with 
results (Table 4), it is apparent that the 
results in Group C, which includes those 
patients for whom scalenotomy was per- 
formed in the absence of a cervical rib, 
were not so satisfactory as the results ob- 
tained in Groups A and B. Slightly more 
than a third of the patients in Group C 
were relieved of their symptoms; many 
were improved by surgical treatment, 
whereas for others the treatment ac- 
complished little or nothing. The prob- 
able reason for this was too liberal selec- 
tion of patients for surgical treatment and 
disregard of the vascular test. Too often 
the neurosurgeon has been prevailed on 
to do something when other measures have 
failed. Perhaps the physician interested 
in psychosomatic therapy should be called 
more often in consultation in this par- 
ticular group of patients. The surgical 
results bear a direct relation to the anato- 
micopathologic picture. 

Surgical Observations: In all cases in 
which the result of the vascular test was 
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TABLE 1.—Age of Patients at Onset of Symptoms of Cervical Rib or the 
Scalenus Anticus Syndrome 


Group 
B 


*Youngest, 14; oldest, 63. 
+ The age of the patient at the time of onset of symptoms could not be learned in all cases from 
the case histories. 


TABLE 2.—Sex and Side Involved of 169 Patients* With Symptoms of Cervical Rib or 
the Scalenus Anticus Syndrome 


Group 


Data 


*57 male and 112 female patients. 


TABLE 3.—Occurrence of Symptoms in 169 Cases 


Per Cent 
Symptoms of Total 


94 


TABLE 4.—Results of Surgical Treatment of 169 Patients With Symptoms of Cervical 
Ribs or the Scalenus Anticus Syndrome 


Per Cent of Group 


Slight improvement. 10 15 5 


* 75 patients in Group A; 30 in Group B; 64 in Group C. 
7 Per cent of 169 cases. 
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positive, the scalenus anticus muscle pro- 
duced a compression of the subclavian 
artery on each inspiration. Atheromatous 
plaques with deformities of the subclavian 
artery were present in 8 cases. In 2 cases 
the vessel gave way at the sites of these 
plaques and rupture occurred, as has 
been reported already. One of these pa- 
tients succumbed before ligation of the 
first division of the subclavian artery 
could be effected; the other recovered 
without complications. Many patients had 
a fusiform enlargement of the subclavian 
artery in its third portion lateral to the 
scalenus anticus muscle, but only 4 pa- 
tients had an aneurysm. Four patients 
had anomalous high-arched first thoracic 
ribs. 

The surgical results were both satis- 
factory and disappointing (Table 4). In 
Groups A and B, approximately 60 per 
cent of the patients were relieved of all 
their symptoms. Approximately a third 
were greatly improved. They were able 
to return to their vocations and to carry 
on, but were annoyed by twinges of pain 
during certain movements. These recur- 
rent symptoms were in all probability 
caused by adhesions in the surgical wound. 
Results of secondary surgical exploration 
verified this opinion. One patient was not 
relieved by scalenotomy but secured com- 
plete relief after a secondary operation 
in which the omohyoid muscle was divided 
and flaps of living fat were used to cover 
the trunks of the brachial plexus. In 9 
other patients the omohyoid muscle was 
divided at the time scalenotomy was per- 
formed. For 6 patients unilateral cervico- 
thoracic sympathectomy was performed 
in conjunction with scalenotomy. 


CONCLUSIONS 
1. The presence of cervical ribs with- 


out symptoms is not an indication for sur- 
gical intervention. 


2. Pain associated with positive neu- . 


rologic and autonomic vasomotor dis- 
turbances suggests compression of the 
subclavian artery and brachial plexus and 
is a positive operative indication. 
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3. A positive result from the vascular 
compression test, even in the absence of 
neurologic abnormalities, is an indication 
for surgical treatment. 

4. Scalenotomy does not relieve vague 
pains in the arm and shoulder when such 
pains are due to other causes than com- 
pression of the subclavian artery and the 
brachial plexus. 

5. Section of the omohyoid muscle is 
also indicated for patients in whom it 
constricts or irritates the brachial plexus. 


RESUME ET CONCLUSIONS 


1. Laprésence de cétes cervicales sans 
symptomes n’est pas une indication opé- 
ratoire. 

2. La douleur et des signes positifs 
neurologiques et des troubles eu systéme 
autonome vasomoteur nous laisse penser 
a une compression de I’artére sousclaviére 
et du plexus brachial. C’est une indication 
opératoire. 

3. Méme en l’absence de signes neu- 
rologiques positifs, un test de compression 
vasculaire positif est une indication opé- 
ratoire. 

4. La scalénotomie ne soulage pas la 
douleur vague dans |’épaule et le bras die 
a d’autres causes que la compression de 
la sous-claviére et du plexus brachial. 

5. La section du muscle omohyoidien 
est indiquée si ce muscle comprime ou 
irrite le plexus brachial. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Das blosse Vorhandensein von Hals- 
rippen ohne Symptome stellt keine In- 
dikation zum chirurgischen Eingriff dar. 

2. Das Bestehen von Schmerzen in 
Verbindung mit Stoerungen des peri- 
pheren Nervensystems und der autonomen 
Vasomotoren laesst vermuten, dass Druck 
auf die A. subclavia und auf den Bra- 
chialplexus ausgeuebt wird und stellt eine 
Indikation zur Operation dar. 

3. Ein positiver Ausfall des Gefaess- 
druckversuches bildet auch beim Fehlen 
positiver neurologischer Befunde eine 
Anzeige zur Operation. 
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4. Unbestimmte Schmerzen im Arm 
und in der Schulter, die durch andere 
Ursachen als Druck auf die. A. subclavia 
und den Brachialplexus hervorgerufen 
sind, werden durch die Scalenotomie nicht 
erleichtert. 

5. Wenn der M. omohyoideus den 
Brachialplexus einschnuert oder reizt, ist 
die Durchschneidung auch dieses Muskels 
angezeigt. 


RESUMEN Y CONCLUSIONES 


1. La presencia de costillas cervicales 
asintomaticas no constituye indicaci6n 
para intervenci6n quirtrgica. 

2. El dolor con trastornos neurolégicos 
positivos y vasomotores auténomos 
sugiere compresion de la arteria subclavia 
y el plexo braquial y constituye indicacién 
operatoria. 

3. El resultado positivo de la prueba 
de compresi6n vascular constituye indi- 
cacién operatoria, aun en ausencia de 
datos neurolégicos positivos. 

4. La escalenectomia no alivia el vago 
dolor del brazo y el hombro, debido a 
causas distintas de la compresién de la 
arteria subclavia y el plexo braquial. 

5. La seccién del mtsculo omohiodeo 
se enc’uentra indicada también cuando 
dicho misculo comprime o irrita el plexo 
braquial. 


CONCLUSIONI RIASSUNTIVE 


1. Una costola cervicale che non dia 
segni clinici non deve essere operata. 

2. Rappresentano indicazioni all’inter- 
vento il dolore e i disturbi neurologici e 
vasomotori, poiché indicano che vi é 
compressione dell’arteria succlavia e del 
plesso brachiale. 

38. Si considera indicazione all’inter- 
vanto la positivita del test della “compres- 
sione vascolare”, anche in assenza di dis- 
turbi neurologici. 

4. La scalenotomia non puo avere ef- 
fetto su dolori del braccio o della spalla 
che non siano dovuti a compressione della 
succlavia o del plesso. 

5. E’ indicata la sezione del muscolo 


559 


ADSON: CERVICAL RIBS 


omoioideo quando esso comprime o irrita 
il plesso brachiale. 


SUMARIO E CONCLUSOES 


1. A presenc¢a de costelas cervicais sem 
sintomas nao é indicacao para intervencao 
cirurgica. 

2. Dor com perturbagées neurologicas 
e autonomicas surgerem compressao da 
arteria sub-clavia e do plexo braquial e 
constitue indicacao operatoria. 

3. Um resultado positivo de test de 
compressao vascular mesmo na ausencia 
de dados neurologicos positivos é uma in- 
dicagéo para operacao. 

4. Escalenotomia nao alivia déres 
esparsas no braco e no ombro, as quais 
sao devidas a outras causas alem da com- 
pressao da artéria subclavia e do plexo 
braquial. 

5. Seccéo do musculo omohyodéo tam- 
ben é indicada quando este musculo con- 
stringe ou irrita o plexo braquial. 
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Carcinoma of the Stomach 


A Plea for Earlier Diagnosis and More Radical Treatment 
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sociated with one of the lowest five- 

year post-therapeutic survival rates 
recorded for all types of cancer of the 
human body. This survival rate or so- 
called curability rate is discouragingly 
low because of two factors: first, late 
diagnosis in the majority of cases, and 
second, not sufficiently radical operation. 
The only effective method of treatment 
available today is surgical extirpation. 
Complete removal of all cancer tissue is 
necessary if the survival rate is to im- 
prove. Recurrent malignant disease fol- 
lowing operation for cancer of the stom- 
ach indicates that all cancer cells were not 
removed, either because the disease was 
too advanced to permit complete removal 
or because the necessity of radical resec- 
tion was not recognized. Radical resection 
is essential in a large percentage of cases. 
Early recognition of gastric carcinoma 
is dependent upon a number of factors. 
One of the most important is the physi- 
cian’s constant awareness of its frequency. 
When this single fact is recognized, a 
great advance toward diagnosis has been 
made. Symptoms have then to be evalu- 
ated and confirmed or disproved by readily 
available diagnostic methods. These meth- 
ods include determination of the gastric 
contents; visualization of the stomach 


(—‘sciated wit of the stomach is as- 


contour by roentgenologic or gastroscopic . 


examination and, in some cases, explora- 
tory laparotomy when the other diagnos- 
tic methods do not completely rule out 
malignant disease. When suggestive filling 
defects are observed in the stomach, sur- 


gical exploration should be employed to. 
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obviate the high mortality associated with 
long-unrecognized gastric carcinoma. 
Cancer of the stomach is the most fre- 
quent type of malignant tumor and ac- 
counts for the highest death rate, 13.3 
per cent of all deaths due to cancer 
(1948). This is true especially of gastric 
carcinoma in the male patient; 16.7 per 
cent of the men who die of cancer die of 
malignant disease of the stomach. In the 
male the sites of malignant tumor in 
order of frequency are (1) stomach, (2) 
bronchus and lung, (3) prostate and (4) 
intestine. In the female, malignant tumors 
arise most frequently in the following 
sites, in this order: breast, uterus, in- 
testine and stomach (Tables 1 and 2). 
TABLE 1.—Total Number of Deaths from Cancer; 
U. S. Vital Statistics, 1948 


Male Female 
Patients Patients 


Total deaths 97,944 99,098 

Stomach 16,321 9,894 
(16.7%) 

Intestine 10,422 12,438 

Bronchus and lung 12,891 3,440 

Uterus 17,120 

Breast 18,928 
Prostate 11,758 


TABLE 2.—Total Deaths in the United States, 1944, 
1946, 1948; Relation to Cancer Deaths 
1944 1946 1948 
Total 


population, 

estimated 
Total deaths 

from all 

causes 1,441,338 
Deaths due to 

cancer and 

other 

malignant 

tumors 172471 182,005 197,042 
Deaths due to 

cancer of 

stomach 26,020 25,625 26,215 

(15.2%) (14.0%) (13.38%) 


142,672,762 146,571,000 


1,395,617 1,444,334 


Surgeons are not greatly impressed 
with the increase in cancer of the stomach 
from year to year. During the years 1944 
to 1948 the total number of deaths from 


ct 
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2 4 6 8 10 


20 OR MORE 


12 14 16 18 


SURVIVAL AFTER ONSET OF SYMPTOMS, MONTHS 


Chart showing survival periods for cancer patients subjected to exploratory operation 
and biopsy only. Survival periods are reckoned in months from the time - onset of 
gastric distress. 


gastric cancer in this country remained 
remarkably constant and even showed a 
slight decrease in 1948, comprising 13.3 
per cent of all deaths due to cancer 
(Table 2). Although the total number of 
deaths from this cause increased numer- 
ically in 1948, the total population also 
increased. The apparent increase in deaths 
due to carcinoma can be related to im- 
proved diagnosis, instruction of the pub- 
lic, more accurate reporting and the 
gradual increase in longevity. We now 
have a population of older persons, and 
this results in an increased incidence of 


TABLE 3.—Cancer of a Distribution 


Female 
Total Patients 
Cases No. % No. % 


Vital statistics 
of U. 


for 1948 
Lahey Clinic 
statistics 


26,215 16,321 62.2 9,894 37.8 
1,329 851 64.0 478 36.0 


TABLE 4.—Carcinoma of Stomach—18,000 Cases 
(1931-1950) 
No. of Cases 

No operation 471 

Operation 1329 
Exploration only 519 
Palliative operation 133 
Resection 677 


carcinoma. The increased frequency ob- 
served among patients between the ages 
of 51 and 70 years, as noted in this study, 
is to be expected. 

At the Lahey Clinic over a period of 
twenty years (1931-1950), a diagnosis of 
gastric malignant disease was made in 
approximately 1,800 cases, in 1,329 of 
which it was confirmed by operation 
(Table 4). Some form of resection was 
performed in only 37.6 per cent. Many 
of these operations were palliative but 
justifiable because they provided added 
comfort to patients who in many instances 
had foul, ulcerating, bleeding tumors that 
often produced gastric obstruction or 
anemia. Of the 1,329 patients with gastric 
malignant tumors, 64 per cent were men. 
This closely approximates the sex ratio 
published by the United States Bureau of 
Vital Statistics for the year 1948; 62.2 
per cent of all deaths from gastric carci- 
noma occurred in male patients, and the 
male-female ratio was 1.8 to 1 (Table 3). 

In our group of cases, 90 per cent of 
the patients who came to operation were 
past the age of 40. The age distribution 
in 300 cases is shown in Table 5, the high- 
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est rate of occurrence being noted among 
patients between 51 and 70. 

No group of symptoms is particularly 
diagnostic of gastric cancer, but gastric 
distress should direct the physician’s at- 
tention to the possibility of gastric neo- 
plasms and, in most cases, should call for 
investigation by the various diagnostic 
methods at hand. A study of the earliest 
symptoms noted in 300 operative cases 
emphasized the importance of epigastric 
discomfort or pain (Table 6). In some 
patients the entire group of symptoms was 
present. In any case the presence of any 


TABLE 5.—Cancer of Stomach: Age Distribution 
300 Cases (Lahey Clinic) 
Age, Years* 
11-20 


No. of Cases 
1 


*90 per cent of patients were over 40 years of age. 


Table 6.—Earliest Symptom Noted—300 Patients 
Epigastric pain or discomfort 170 
Flatulence 

Anorexia 

Nausea or vomiting 

Dysphagia 

Anemia (pallor or weakness) 

Weight loss 

Bleeding (hematemesis or melena) 

Abdominal mass 

Diarrhea 


Total 300 


TABLE 7. — Delay in Treatment (3 Months or 
More) in 300 Cases 
Cases 
Delay due to 
Physician 93 
Patient 118 211 


No delay (symptoms 

less than 3 months) 89 
Total “300 
one of these symptoms emphasized the 
need for thorough gastrointestinal study 
even though the symptom was not pathog- 
nomonic of the condition. Gastric distress 
is especially significant in men past the 


age of 50 and indicates gastric investiga- 


tion, which should include roentgenologic 
examination of the stomach. Also, it is 
recognized that the diagnostic aid sup- 
plied by roentgenologic or gastroscopic 
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examination is dependent upon the skill 
and experience of the roentgenologist and 
endoscopist. 

The need for repeated roentgenologic 
examinations when gastric roentgeno- 
grams are normal and symptoms continue 
must be recognized. In many cases, such 
repeated studies provide the only means 
of arriving at a definite diagnosis. Two 
of the most discouraging features in the 
treatment of gastric cancer are delay in 
establishing the diagnosis and the pa- 
tient’s failure to seek medical aid in time, 
despite his symptoms. This delay, in many 
instances, is attributable to the physician 
as well as to the patient. In a group of 
300 surgically treated patients, only 89 
had had symptoms for three months or 
less, and 211 had had symptoms for three 
months to a year or more (Table 7). 


In this group of 300 cases of proved 
gastric malignant disease, the delay of 
three months to a year or more was the 
responsibility of the physician in 93 (31 
per cent) because of failure to make a 
diagnosis or because the diagnosis was 
mistaken. In this group of 93 patients, 
44 had been treated for peptic ulcers over 
long periods, in many instances without 
roentgenologic confirmation (Table 8). 


TABLE 8.—Delay Due to Erroneous Diagnosis or 
No Diagnosis in 93 Cases 

No diagnosis 

Peptic ulcer 

Exploratory laparotomy 

Anemia 

Diabetes 

Gallstones 

Thyroid disease 

Heart disease 

Diaphragmatic hernia 

Buerger’s disease 


Total 


From a study of this group of cases, 
the need for greater vigilance with regard 
to digestive symptoms in patients past 50 
years of age is obvious if these serious 
errors are to be avoided. 

Determination of gastric acidity is of 
some significance, especially if free hydro- 
chloric acid is not present. Anacidity 
should lead the physician to suspect malig- 
nant disease until it is definitely ruled out. 


21-30 0 | 
31-40 21 | 
41-50 52 
51-60 97 
61-70 110 ( 
71-80 19 
81-90 1 
1 

a 
562 


VOL. XVI, NO. 5 


Particularly is this true if red blood cells 
are present in the gastric lavage. The 
presence of free acid is no assurance of 
the absence of malignant disease of the 
stomach; in the group of 300 patients 
with proved cancer, 42 per cent had free 
hydrochloric acid levels of more than 20 
units. The physician should suspect car- 
cinoma in patients with achlorhydria and 
in those with pernicious anemia and an- 
acidity, and appropriate investigative 
studies should be instituted immediately. 

Detection of gastric malignant disease 
at an operable stage can be assured if all 
so-called benign gastric tumors, polyps, 
leiomyomas, and especially the chronic 
recurring gastric ulcer or the gastric ulcer 
which fails to heal under a careful medical 
regimen, are brought to operation as soon 
as possible. Jordan and Smith of this 
clinic in a study of 600 cases of gastric 
ulcer (operative and nonoperative) ob- 
served the incidence of malignant gastric 
ulcer was 9.8 per cent. 

In our experience, the incidence of 
malignant gastric ulcer in a group of 131 
cases in which the preoperative diagnosis 
was benign ulcer was 19.6 per cent. There- 
fore, it must be remembered that there is 
a possible 20 per cent chance that a gastric 
ulcer may be malignant. Evidence has ac- 
cumulated that adenomatous polyps have 
a great tendency toward malignant de- 
generation and should be removed sur- 
gically as soon as demonstrated on the 
roentgenogram. Benign or atrophic gas- 
tritis, especially in the antral area, may 
possess malignant potentialities; often it 
cannot be distinguished from carcinoma 
by roentgenogram, and malignant disease 
must be suspected. Shields Warren has 
called attention to the frequent associa- 
tion of chronic gastritis and carcinoma 
and has shown that the histologic changes 
associated with chronic gastritis are both 
exudative and epithelial. When epithelial 
changes are marked they may be com- 
parable to premalignant lesions noted 
elsewhere in the body. 

Treatment.—The only treatment avail- 
able at present for gastric cancer is sur- 
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gical intervention; therefore, the possibil- 
ity of reducing the great number of deaths 
from this type of cancer rests in earlier 
diagnosis, more surgical explorations of 
patients with proved cancer and more 
radical surgical removal of the tumor. 
Surgical mortality rates have decreased, 
and resectability has gradually increased. 
No patient with gastric carcinoma should 
be denied surgical exploration unless there 
is irrefutable evidence of extragastric 
spread—to Virchow’s nodes, to the liver, 
or to the rectal shelf, where operation 
would be useless. In the last ten years 
(1941 to 1951) the resectability rate for 
the operative group of 1,329 cases has 
been about 50 per cent, in spite of the fact 
that many more patients have undergone 
exploratory operations. In this ten-year 
period, 43.2 per cent were subjected to 
exploratory operations only, as compared 
to 27.7 per cent in the previous ten years 
(Table 9). At the same time, the mor- 
tality rate of gastric resection has dropped 
from 24 per cent (1931 to 1940) to 5 
per cent (1946 to 1950). An appreciable 


mortality rate is associated with explora- 
tory operations when definitive surgical 
treatment is not possible, but in view of 
the hopeless outlook in these cases, it is 
negligible as compared to the salvage rate 
of the cases in which resection was per- 
formed (Table 10). 


TABLE 9.—Carcinoma of Stomach—Type of Pro- 
cedure in 1,329 Operative Cases 
Percentage 
Palliative 
No.of Resec- Opera- 
Cases tion tion 
1931-1950 1,329 50.9 10.0 
1931-1940 357 54.6 LET 
1941-1950 972 49.6 


Explor- 


TABLE 10.—Carcinoma of Stomach — Operative 
Mortality 
Percentage 
Palliative 
Exploration Operation 
5 27 


Partial 
Resection 
1931-1940 24 
1941-1950 x 13 6.96 
1946-1950 : 5 


More radical surgical removal of gas- 
tric cancer holds the promise of a greater 
five-year survival rate and carries little 
increased risk. In our last group of 90 


* 
ae 


cases in which total gastrectomy was done, 
there was an operative mortality of 7.7 
per cent (7 deaths), which is comparable 
to the risk of partial gastrectomy (Table 
11). 


TABLE 11.— Total Gastrectomy — Postoperative 
Mortality in 165 Cases 


Postoperative 
Patients Deaths Per cent 
1927-1943 15 26 34.6 
1944-1951 
(Sept. 1) 90 7 ca 
Total 165 33 


TABLE 12.—Total Gastrectomy—Cause of Death 
in 165 Cases 

1944-1951 (Sept. 1) — 90 Patients — 7 Deaths 
Embolism 1 
Peritonitis 3 
Cardiovascular disease 3 

1927-1943 — 75 Patients — 26 Deaths 

Cardiovascular disease 3 


Embolism 1 

Sepsis 22 (85%) 
Mediastinitis 
Peritonitis 17 
Pneumonia 3 


The high operative mortality due to 
sepsis complicating both total and partial 
gastrectomies has almost been abolished. 
Radical operation is justified in view of 
the lowered operative risk and in the hope 
that the number of patients surviving five 
years or more will be increased. The num- 
ber of exploratory operations should be 
increased, which would result in the per- 
formance of more resections. 

Radical surgical removal is a necessity 
for many patients, because gastric carci- 
noma may spread by several means in ad- 
dition to invasion of the regional lymph 
nodes of the stomach. Lahey and Marshall, 
in a report on total gastrectomy, empha- 
sized diffuse lymphatic invasion through 
layers of the stomach, invasion of blood 
vessels and extension to the duodenum, 
in addition to metastasis to lymph nodes. 

Complete surgical removal of all cancer 
tissue in many cases will necessitate total 
gastrectomy. Partial gastrectomy will be 


sufficient when the gastric cancer is well 


localized or when the lesion is in the 
antrum or the pylorus, but when it is 
diffuse and widespread or extends high 
along the lesser curvature, more radical 
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surgical removal is required. In many 
cases this will mean total gastrectomy. In 
any type of operation the omentum should 
be removed, together with all lymphatic 
groups and also most of the supra-ampul- 
lary portion of the duodenum. Division of 
the costal margin, with the incision ex- 
tended into the fifth or sixth interspace, 
often will facilitate the operation and per- 
mit a ready approach to the esophagus 
for resection and esophagojejunostomy. 
My associates and I have come to employ 
abdominothoracic incision more frequent- 
ly for total gastrectomy and have found 
it distinctly advantageous. Also, trans- 
thoracic resection is valuable and neces- 
sary in a small percentage of cases and 
has been utilized in our group of 1,329 
operative cases (Table 13). 


TABLE 138.— Carcinoma of Stomach — Operative 
Mortality in 84 Cases of Transthoracic Operation 


Resection Exploration 
Mortality Mortality, 
Cases %o Cases %o 
1941-1950 28.3 31 6.4 


Survival After Operation. — Gastrec- 
tomy, both partial and total, has resulted 
in a low five-year survival rate, but a 
greater percentage of patients may well 
be alive after five years if more radical 
operations are employed in a larger num- 
ber of cases. This can be determined, how- 
ever, only after a long experience with 
such radical procedures. If the spread of 
gastric cancer, as previously outlined, is 
completely removed by radical operation 
while the tumor is in the early stages of 
growth and not widespread, an increase 
in cures can be expected. Unfortunately, 
practically all total gastrectomies have 
been done only in those cases in which 
most of the stomach was involved; yet 
there is an appreciable five-year salvage 
rate. In our group of 127 patients treated 
by total gastrectomy, 21.9 per cent lived 
three years or longer and 12.5 per cent 
five years or longer. The five-year survival 
rate after partial gastrectomy in 300 
cases has been 26.7 per cent. In this study 
we have made no effort to determine the 
effect of various types of pathologic 
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change or of other factors upon the sur- 
vival rate. Our pathologists are not con- 
vinced that the grading of gastric cancer 
is of appreciable value, and this has not 
been done. We hope to continue with a 
study of the larger group of cases and 
to report at a later date on other factors 
influencing survival. 

It is instructive to note the duration of 
survival of patients with cancer after 
palliative operation and after exploration 
and biopsy only. Patients who underwent 
exploratory operation, with no definitive 
operation, lived an average of four and 
one-half months after the exploration. 
Patients treated by palliative operations 
lived from four to twelve months (aver- 
age, five months). It is difficult to de- 
termine the life expectancy of the average 
patients with carcinoma of the stomach, 
as malignant disease must be present for 
some time before symptoms are first noted 
by the patient. We have, however, studied 
a group of 120 patients treated by explor- 
atory operation and biopsy only, and have 
charted the length of life after the patient 
first noted gastric distress (see illustra- 
tion). The average length of life in this 
group after symptoms were first noted 
was approximately one year (12.2 
months) ; the highest peak on the chart 
was twelve to fifteen months. Eleven pa- 
tients survived twenty months or more, 
and these 11 may well have had gastric 
ulcers that later became malignant. 


SUMMARY 


Curability of cancer of the stomach is 
dependent upon early diagnosis and rad- 
ical surgical removal. 

Surgical exploration is justified in a 
large majority of cases, in order that 
gastric resection may be performed in a 
higher percentage. 

The operative mortality rate for partial 
gastrectomy is 5 per cent; for total rad- 
ical gastrectomy, 7.7 per cent. 

The five-year survival rate is still too 
low—26.7 per cent for partial and 12.5 
per cent for total gastrectomy. Most total 


MARSHALL: CARCINOMA OF STOMACH 


gastrectomies were performed on patients 
with advanced gastric carcinoma. 

More radical gastrectomy offers in- 
creased hope of complete eradication of 
malignant disease of the stomach and is 
justified in view of the present operative 
mortality rates. 


RESUME 


La curabilité du cancer de |’estomac 
dépend de la précocité du diagnostic et 
d’une résection chirurgicale plus radicale 
que celle indiquée par les statistiques. 
L’exploration chirurgicale est justifiée 
dans un grand nombre de cas, de t elle 
sorte que la gastrectomie soit faite dans 
un pourcentage plus élevé. Le taux de 
mortalité pour une gastrectomie partielle 
est de 5%, pour la gastrectomie totale il 
est de 7.7%. 26.7% des gestrectomies 
partielles vient plus de cing ans aussi ce 
sont des pourcentages trop bas. La plupart 
des gastrectomies totales furent appliquées 
a des cancers avancés. Une gastrectomie 
plus radicale offre un plus grand espoir 
d’éradication compléte de la lésion maligne 
de l’estomac et est justifiée en présence 
des taux actuels de mortalité opératoire. 


RESUMEN 


La curabilidad del cancer gastrico de- 
pende del diagnéstico temprano ye la 
extirpaci6n quirtrgica radical, segin in- 
dica la estadistica. 

Se justifica la exploracién quirtrgica en 
la gran mayoria de los casos, a fin de que 
la resecciOn gastrica pueda efectuarse en 
mayor porcentaje. 

El indice de mortalidad operatoria es 
de 5% para la gastrectomia parcial, de 
7.7% para la gastrectomia radical total. 

E] indice de supervivencia a los 5 afios 
es aun bajo, 26.7% para la parcial y 
12.5% para la total. Muchas gastrectomias 
totales se han efectuado en pacientes con 
carcinoma gastrico avanzado. 

La gastrectomia mas radical aumenta la 
esperanza de la erradicacién completa del 
cancer gastrico y se justifica segin los 
indices actuales de mortalidad operatoria. 
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ZUSAM MENFASSUNG 


Die Heilbarkeitt des Magenkrebses 
haengt davon ab, dass die Diagnose 
frueher gestellt und der chirurgische 
Eingriff radikaler durchgefuehrt wird, 
als es, nach den vorliegenden Statistiken 
zu urteilen, im allgemeinen der Fall ist. 

Um einen hoeheren Prozentsatz von 
Kranken der Magenresektion zugaenglich 
zu machen, ist die Ausfuehrung der 
Probelaparotomie in der grossen Mehrzahl 
der Faelle gerechtfertigt. 

Die Operationssterblichkeit der par- 
tiellen Magenresektion betraegt 5%, die 
der radikalen Totalresektion 7.7%. 

Die Quote der die Fuenfjahresperiode 
Ueberlebenden ist immer noch zu niedrig, 
naemlich 26.7% bei den partiellen und 
12.5% bei den Totalresektionen. Die 
meisten Magenresektionen wurden an 
Kranken mit vorgeschrittenen Krebsen 
ausgefuehrt. 

Eine radikalere Ausfuehrung der Ma- 
genresektion vergroessert die Hoffnung 
auf voellige Ausrottung des Magenkrebses 
und erscheint im Hinblick auf die gegen- 
waertigen Ziffern der Operationssterb- 
lichkeit berechtigt. 


RIASSUNTO 


Le possibilita di cura del cancro gastrico 
sono legate alla diagnosi precoce e all’as- 
portazione radicale assai pit di quanto 
non si possa desumere dalle statistiche. 

Bisogna sottoporre all’intervento es- 
plorativo la grande maggioranza dei casi 
per poter procedere alla resezione in una 
pit’ alta percentuale di malati. La mor- 
talita operatoria per la resezione gastrica 
é del 5%, per la gastrectomia totale del 
7.7%. 
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La quota di sopravvivenza dopo 5 anni 
é ancora troppo bassa: 26,7% nelle rese- 
zioni, 12.5% nelle gastrectomie totali. La 
maggior parte di queste ultime fu prati- 
cata in soggetti con carcinoma gastrico in 
stadio avanzato. 

Gli interventi pit radicali permettono 
di contare su una pil completa asporta- 
zioni, 12,5% nelle gastrectomie totali. La 
loro bassa mortalita operatoria. 


SUMARIO 


A curabilidade do cancer do estomago 
depende do diagnostico precoce e de uma 
remocéo mais radical do que os estatisticas 
indicam. A exploracao cirurgica e justi- 
ficavel em uma large maioria de casos de 
moédo que a resseccao gastrica possa ser 
executada em uma maior percentagem. 
A taxa de mortalidade por gastrectomia 
parcial é de 5 por cento; por gastrectomia 
total radical, 7.7 por cento. A taxa de 
sobrevida de cinco anos e ainda bastante 
baixa—26.7 por cento para a parcial e 
12.5 por cento para a total. A maior parte 
das gastrectomias totais foi executada em 
pacientes com carcinoma gastrico avan- 
cado. Gastrectomias mais radicais ofere- 
cem renovada esperanca de completa er- 
radicacao de doenca maligna do estomago 
e é justificada em face da presenta taxa 
de mortalidade. 
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it would not be amiss for us to look 

at the ovarian anatomic picture with 
its schematic relations (Fig. 1, from Pat- 
ton) which shows at once the various 
histologic and anatomic parts of the ovary 
from which these tumors arise. 

The classifications of ovarian tumors is 
not always easy and there is no one classi- 
fication that is acceptable to everyone. I 
am going to refer to those of Barzilai’ 
and Novak.? Barzilai’s classification is as 
follows: 

1. Tumors in which cells and structures 
may be traced back to developmental and 
cyclic phases of the graafian follicle: (a) 
granulosa cell tumor and (b) theca cell 
tumor. 

2. Tumors in which cells and structures 
may be traced back to different stages of 
development of the male gonad: (a) 
arrhenoblastoma; (b) virilizing lipoid cell 
tumor (?). 

3. Dysgerminoma, a tumor in which 
cells and structures may be traced back 
to the cell type seen in the early mesen- 
chymal core of the ovary. 

4. Tumors composed of tissues belong- 
ing to almost any part of the somatic body 
that may be traced to a totipotent or 
nearly totipotent cell, such as a somatic 
blastomere or the early mesenchyme: (a) 
adult teratoma and (b) embryonal tera- 
toma. 


| N CONSIDERING tumors of the ovary, 
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5. Tumors in which cells and structures 
may be traced back to tissues that are 
normally found in the extrafollicular por- 
tion of the ovary and may possibly repre- 
sent a one-sided developed teratoma: (a) 
fibroma and (b) sarcoma. 

6. Tumors that may be traced back 
cytologically and histologically to struc- 
tures belonging to organs that in adult 
stages are adjacent to the ovary and in 
embryonal stages are closely entwined 
with the ovarian anlage (Miillerian, Wolf- 
fian, and enteric tissue), and which may 
also represent a one-sided developed tera- 
toma: (a) Brenner tumor; (b) endosal- 
pingioma; (c) seroanaplastic carcinoma; 
(d) pseudomucinous adenoma; (e) pseu- 
domyxoma ovarii et peritonei; (f) pseudo- 
mucinous adenocarcinoma, and (g) meso- 
nephroma. 

7. Secondary ovarian tumors showing 
(1) anaplastic and regressive changes 
leading to a pattern that does not recall 
the primary growth, and (2) leading to 
a pattern that clearly points to the struc- 
ture of the primary tumor: (a) Kruken- 
berg tumor and (b) other secondary 
tumors. 

This classification of ovarian tumors 
differs from the traditional scheme, and 
Barzilai states that this is slightly differ- 
ent from the classification in 1936 in 
Trieste and in Milan and Amsterdam in 
1938. Of special note is the emergence 
of the endosalpingioma and the meso- 
nephroma as definite oncologic entities, 
the establishment of the relation between 
teratoma and apparently simple ovarian 
tumors, and the fact that the benign or 
malignant character of the tumors has 
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not been used as a basis for classification. 
Lesions of the ovary showing no neoplastic 
proliferative tendency, such as follicular 
cysts or endometrial cysts, have not been 
included in this classification. In the work- 
ing classification given by Novak, he lists 
the growths under three main headings: 
(1) benign tumors of the ovary, (2) ma- 
lignant tumors of the ovary and (3) 
functioning tumors of the ovary. 

In the first group, benign tumors of the 
ovary, he mentions non-neoplastic cysts. 
This includes the follicular cysts that arise 
from simple cystic overdistention of fol- 
licles during the process of atresia folliculi. 
This type of cyst is to be recognized as 
a nonmalignant and non-neoplasic tumor 
or enlargement of the ovary which, if 
properly diagnosed, is usually handled 
conservatively. If removal is necessary, 
enucleation of the cyst is done without 
sacrifice of the functioning tissue of the 
ovary. In this type of tumor, the granu- 
losa layer and also the thickened layer of 
tissue within the cyst wall exist. The 
corpus luteum cyst is one which is ob- 
served in the cystic bed where ovulation 
has taken place. This is a perfectly nor- 
mal setting which causes no trouble in the 
great majority of instances and is ob- 
served only in cases in which there is 
overdistention or an overgrowth of corpus 
luteum. This tissue or gland is the loca- 
tion from which the progesterone is 
secreted. 

Another of these simple cell types is 
the germinal inclusion cyst, which is 
caused by invagination of the epithelium 
of the ovary. These are most common in 
middle-aged and elderly women. 

The endometrial ovarian cyst, a fre- 
quent feature of pelvic endometriosis, is 
secondary to abnormalities of the endo- 
metrial tissue within the ovary itself. Of 
the neoplastic or proliferative cysts of the 
ovary there are three chief varieties: (1) 
pseudomucinous or pseudomyxomatous 
cystadenoma; (2) serous cystadenoma, 
and (3) dermoid cyst. The cystadenomas 
are far more common than the dermoids, 
constituting the most frequent of all 
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ovarian tumors, (the solid cystic type). 

Pseudomucinous cystadenomas may 
reach enormous size. They average much 
larger than the serous variety. These 
tumors appear as rounded, ovoid, or ir- 
regularly lobulated growths with a smooth 
outer whitish or bluish white surface. The 
content of the cyst is generally a clear, 
viscid fluid, sometimes very thick, at other 
times thin. The cut surface shows the 
cavity to be divided by septums into a 
varying number of compartments or 
locules. These tumors have often been 
spoken of as multilocular cysts. They be- 
come secondarily malignant in a small per- 
centage of cases (5 per cent, according to 
Mayer). Microscopically the distinctive 
feature of pseudomucinous cysts is the 
characteristic single layer, undulating in 
outline, of tall, pale-staining, secretory 
epithelium, with nuclei placed at the basal 
poles of the cells. Goblet cells are often 
seen. The epithelium has a characteristic 
adenomatous tendency, producing invagi- 
nations that develop into other cysts in 
the wall of the original cavity (daughter 
cysts). 

It is now generally accepted that, except 
in a small group of cases, pseudomucinous 
cystadenomas are to be looked upon as 
teratomas in which certain entodermic 
elements have blotted out all other struc- 
tures. 

The serous cystadenoma is only slightly 
less common than the pseudomucinous, 
for serous cysts may reach a weight of 
many pounds. Grossly the external ap- 
pearance may be similar to that of a 
pseudomucinous cyst, but in some cases 
the surface presents papillomatous out- 
growths which may resemble a cauli- 
flower. In contradistinction to pseudo- 
mucinous cystadenoma, this papillomatous 
tendency is highly characteristic of the 
serous growths. 

Microscopically, the epithelium or serous 
cysts is quite different from that of the 
pseudomucinous tumors and _ presents 
much more variation in the individual 
case. 

Although there is some difference of 
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opinion as to the origin of the serous type 
from the germinal epithelium of the ovary, 
it is possible to demonstrate microscopi- 
cally all stages of transition, from simple 
invagination of the germinal epithelium 
to invagination plus slight papillary for- 
mation to the typical serous papillomatous 
cyst. Papillary excrescences are common 
on the exterior of the cyst wall but are 
even more common on the interior. When 
the papillary serous cystadenoma is uni- 
lateral and entirely free and no implants 
are observed on other viscera, one should 
still consider doing a radical operation, 
especially for women in their late thirties 
and beyond. As a general principle, one 
should remove these tumors intact when- 
ever possible instead of using a trocar, as 
it is very difficult to prevent some spill 
around a trocar. 

Dermoid cysts among the commoner 
ovarian tumors, but they occur less fre- 
quently than do the cystadenomas. They 
range from microscopic growths to very 
large tumors. About one-fourth are bi- 
lateral. Dermoid cysts represent a sub- 
division of ovarian terratoma. They are 
distinguished from the more serious solid 
tumors chiefly by their cystic character 
and their nonmalignant nature. The solid 
teratomas always show a conglomeration 
of structures derived from all three fetal 
layers, whereas the cystic tumors show 
more of the ectodermal and occasionally 
the mesodermal admixture. 

As to the symptoms of neoplastic cysts, 
there is little that is characteristic of 
ovarian cystadenomas. For example, no 
distinctive influence is exerted on the 
menstrual function. At times menstrua- 
tion may be rather free, probably as a 
result of the hyperemia produced by the 
tumor. In other cases, especially in the 
presence of large bilateral tumors, hypo- 
menorrhea may result from destruction of 
most of the ovarian parenchyma. Dys- 
menorrhea may or may not be a symptom, 
but with the larger growth there is likely 
to be a sense of heaviness or pressure, 
with dull aching pain, in the affected side 
of the pelvis. 
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If there should be a rupture of the cyst 
(which is relatively infrequent but may 
occur spontaneously or as a result of 
trauma), there is pain due to the peri- 
toneal irritation. Nausea and vomiting 
often occur, with a moderate elevation of 
temperature, pulse rate, and leukocyte 
count and a greater or less degree of 
prostration. At times there may be actual 
shock. 

Benign Solid Tumors of Ovary.—Fi- 
broma is a not uncommon tumor of the 
ovary. It appears sometimes as a small 
nodule on the surface or in the substance 
of the ovary, while in other cases it may 
reach a huge size, filling most of the ab- 
dominal cavity and weighing many pounds. 
The cut surface is whitish or yellowish 
white, and is of either homogeneous or 
trabeculated appearance. 

Microscopically the structure is that of 
fibrous tissue of varying morpholic char- 
acter. 

Meigs has called attention to a peculiar 
syndrome that may occur with these 
tumors, characterized by hydrothorax as 
well as ascites, and a small group of such 
cases has been described. 

The treatment of fibroma is surgical. 
Operation should be performed as early 
as possible. 

With a typical fibroma syndrome— 
ascites, hydrothorax and tumor in the 
abdomen—the patient may be cachexic or 
have an “ashy” appearance that is sug- 
gestive of malignant disease. We might 
refrain from operating on these cases feel- 
ing that the patient has general metastases 
and surgery would not be indicated. How- 
ever, when surgery is done in this type 
of case, remarkable and dramatic relief 
is obtained. 

Brenner Tumors of the Ovary: This 
form of tumor has been recognized re- 
cently, largely through the investigations 
of the late Robert Meyer. Its gross char- 
acteristics are not unlike those of fibroma, 
and a certain proportion of fibromas can 
be shown to be really Brenner tumors. 

The microscopic structure of these 
tumors is characterized by the presence of 
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epithelial cell nests or columns in a fibro- 
matous matrix. The distribution of these 
cell nests throughout the stroma may at 
first suggest malignancy, but the cells 
show a remarkable uniformity, with not 
the slightest suggestion of anaplastic ac- 
tivity. The characteristic cell nests often 
show a tendency to central cystic degen- 
eration, the central cavity frequently con- 
taining a cytoplasmic mass with a super- 
ficial resemblance to an ovum within a 
follicle. Brenner tumors are rather rare, 
and they occur usually in older women, 
the majority of patients being beyond 50. 

Other benign solid tumors, such as 
lymphangioma, hemangioma, fibroade- 
noma, and adenomyoma, are very rare. 

Malignant Tumors of Ovary.—Carci- 
noma of the ovary is relatively frequent, 
ranking next to the various forms of 
uterine cancer so far as the female repro- 
ductive organs are concerned. It may be 
primary in the ovary or secondary to 
cancer in other organs. Carcinoma of the 
ovary may be solid or cystic. The latter 
is the more common, in a proportion given 
by Meyer as 205 to 139 on the basis of 
the study of a large series of reported 
cases. The same author stated that analy- 
sis of a large group showed cancer of the 
ovary to be bilateral in 50.9 per cent of 
the cases. Another interesting figure ar- 
rived at by Meyer in his collective study 
was that fully 14.9 per cent of all ovarian 
tumors are malignant. 

Primary Solid Carcinoma of Ovary: 
The classification of solid primary ovarian 
cancer is unsatisfactory. The usual _his- 
togenetic method of grouping the tumors 
is inapplicable. The following variations 
or patterns may be noted: 

1. Adenocarcinoma. This, the most com- 
mon form, is characterized by its glandu- 
lar architecture. Like epidermoid carci- 
noma, it may present various degrees of 
differentiation. 

2. Medullary carcinoma. This type is 
distinguished by its richness in epithelial 
cell elements. There is very little con- 
nective tissue, though trabeculae of the 
latter separate the epithelial fields. 
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3. Carcinoma simplex. This is a solid 
carcinoma in which the epithelial and con- 
nective tissues are fairly well balanced. 

4. Scirrhous carcinoma. Fibrous tis- 
sue preponderates, the epithelium being 
present in the form of strands or nests 
that appear to be squeezed by the sur- 
rounding connective tissue. 

5. Alveolar carcinoma. The epithelial 
cells are arranged in alveolar groups of 
various sizes, with connective tissue be- 
tween. 

6. Plexiform carcinoma. The carcinoma 
cells appear in narrow cords, often anasto- 
mosing with one another. 

Gross Characteristics: The size of solid 
ovarian carcinomas is variable, though 
most of them give rise to symptoms that 
call for treatment before they have reached 
more than moderate size. In the majority 
of cases, primary cystic carcinoma de- 
velops in previously benign cystadenomas 
of the ovary. Meyer expressed the opinion 
that this is practically always the case; 
Ewing, on the other hand, has differen- 
tiated a form of carcinoma that may be 
cystic from the beginning. 

Secondary carcinoma in dermoid cysts 
is rare, occurring in only 1.7 per cent of 
dermoid tumors (Meyer) and usually as- 
suming the form of epidermoid carcinoma, 
since it develops from the skinlike ele- 
ments in such tumors. 

Secondary or Metastatic Carcinoma of 
the Ovary.—Almost any type of ovarian 
carcinoma may occur as a result of metas- 
tasis from primary sites in other parts 
of the body, especially in the later stages 
of such malignant processes. 

A not infrequent variety of secondary 
ovarian cancer is that seen in association 
with carcinoma of the gastrointestinal 
tract or of the secondary organs of diges- 
tion. Of this type is the Krukenberg 
tumor. There is one special variety of 
secondary ovarian carcinoma that assumes 
special characteristics, and this one has 
the designation Krukenberg applied. This 
may be an accompaniment of primary car- 
cinoma in any portion of the gastroin- 
testinal tract, most frequently the pylorus 
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but not infrequently the colon, rectum, 
small intestine, liver or gallbladder. 
Many have concluded that the cells, 
after penetration of the stomach walls, 
gravitate downward to the ovarian wall 
by way of the peritoneal fluid. The ovaries, 
by virtue of portals of entry offered by 
ovulation, are believed to offer easy sites 
for implantation. However, there are 
many objections to this theory ; retrograde 
lymphatic transplantation may be the im- 
portant factor, though in some cases the 
hematogenous route plays the important 
role. The tumors are about 80 per cent 
bilateral. On microscopic examination the 
Krukenberg tumor is distinctive, showing 
a small nest or strand of epithelial cells 
distributed throughout a fibrous or gela- 
tinous stroma. Especially characteristic 


are the so-called signet cells. 

Extension of Ovarian Carcinoma.—The 
contralateral ovary becomes involved in 
more than one-half of all cases of ovarian 
carcinoma. Both the tube and uterus are 
frequently the seats of metastatic ex- 


tension. 

Clinical Characteristics of Ovarian Car- 
cinoma.—The most important symptoms 
of ovarian carcinoma are unfortunately 
rather late ones, as the onset of this dis- 
ease is almost always insidious. The pres- 
ence of a mass in the lower part of the 
abdomen is the first indication of the dis- 
ease in a considerable proportion of cases, 
the “lump” being felt by the patient her- 
self in one or the other lower quadrant. 
Moderate heaviness or occasional pain 
may be noted. Occasional menstrual dis- 
order may occur. In a small proportion of 
the postmenopausal cases slight bleeding 
or a discharge of blood is noted. 

Ascites is a relatively common accom- 
paniment of ovarian cancer, especially of 
the papillary varieties. 

The later course is characterized by 
progressive weakness, loss of weight, often 
recurring ascites, gastrointestinal dis- 
turbances and anemia, death occurring 
after two to several years. 

Sarcoma of the ovary is far less com- 
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mon than carcinoma, the comparative in- 
cidence being about 1 in 40. It may occur 
at any age. Many authors have expressed 
the opinion that it is frequent in children. 
This is open to doubt; many ovarian 
tumors formerly diagnosed as sarcoma 
are now recognized as either granulosa 
cell carcinoma or dysgerminoma. Various 
types of sarcoma occur in the ovary, the 
spindle variety being more common than 
the round cell type. The symptoms are 
like those one would expect with any large 
solid ovarian tumor, and the preoperative 
diagnosis is difficult. 

Teratoma of the ovary may be cystic or 
solid. The cystic form is represented by 
the benign dermoid. The solid teratoma 
differs from the simple dermoid not only 
because it is a solid tumor but because it is 
malignant and contains elements derived 
from all three of the fetal layers. 

The histogenesis of the teratoma is not 
clearly known, the two chief theories be- 
ing: (1) origin from segregated blas- 
tomeres, and (2) origin from unfertilized 
sex cells. These two theories are also 
considered in connection with the origin 
of dermoid cysts. 

Teratoma may occur at any age, but 
is most common in the younger patients. 
The tumor is usually of small or moderate 
size. It is firm and solid, with frequently 
occurring cartilaginous or bony areas, and 
often has small cavities produced by de- 
generation. 

A subdivision of this group is the so- 
called struma ovarii, or thyroid tumor of 
the ovary. 

Dysgerminoma.—Origin: inter- 
esting tumor type is believed to arise from 
cells that date back to the early undif- 
ferentiated phase of gonadal development. 
Grossly this tumor is of the solid type, 
though when large it often shows de- 
generation and cystic cavities. When 
small it is surrounded by a rather dense 
capsule. The cut surface of the tumor is 
gray or grayish pink. Microscopically, 
there are few tumors of the ovary that 
present such a distinctive picture, so that 
the diagnosis in most cases is easy, once 
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one is familiar with the picture. This 
tumor undoubtedly belongs in the malig- 
nant group, but there is much variation 
in this respect in individual cases. 

Clinical Characteristics: As to the in- 
cidence of dysgerminoma, it appears to be 
about one-third as common as granulosa 
cell carcinoma, which in turn makes up 
something like 10 per cent of all primary 
malignant ovarian tumors (Fauvet). Dys- 
germinoma is characteristically a tumor 
of early life. It occurs not infrequently 
in very early childhood and is common in 
the second and third decades of life. 

There is no characteristic effect on 
menstruation, although it must be remem- 
bered that dysgerminoma often occurs in 
women who have had amenorrhea. 

Functioning Tumors of Ovary.—There 
are a number of ovarian tumors, all be- 
longing to the malignant group, which de- 
serve separate discussion because they 
have the common characteristics of func- 
tional endocrine activity and are capable 
of producing interesting biological phe- 
nomena of one sort or another. 

Innumerable examples are adducible in 
the case of the pituitary, thyroid, para- 
thyroid, pancreas, adrenal (both cortex 
and medulla) and gonads, both male and 
female. 

The ovarian tumors to which endocrine 
function may be ascribed are (1) granu- 
losa cell carcinoma and the closely allied 
thecoma and luteoma; (2) arrhenoblasto- 
ma; (3) adrenal tumors of the ovary, and 
(4) thyroid tumors of the ovary (struma 
ovarii), the first two groups having their 
origin from certain undifferentiated cell 
groups observed in the early stages of 
gonadogenesis. 

Granulosa Cell Carcinoma, Thecoma 
and Luteoma (Feminizing Group) : These 
neoplasms are discussed together, since 
they have a common origin and since their 
biologic effects are so similar. They are 
given their special designations chiefly 


because of the different morphologic 


pattern. 

Histogenesis: The prevailing concept of 
granulosa cell tumors is that they arise 
from the cells of the early ovarian 
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mesenchyma. 

Grossly, these tumors vary in size from 
growths only a few millimeters in diam- 
eter to tumors filling a large part of the 
abdominal cavity. When small they are 
apt to be solid, but the larger tumors 
not infrequently contain one or many 
cystic cavities. 

Microscopically, the diagnosis of granu- 
losa cell carcinoma is based on the granu- 
josal character of the constituent cells and 
a ' the growth characteristics of these 
cells. 

As for thecoma, in a considerable pro- 
portion of cases a fibromalike character 
may be given to the gross histologic pic- 
ture by the presence of large numbers of 
connective tissue elements. 

Microscopically, the coma is distin- 
guished especially by “the presence of 
bundles of broad spindle cells, epitheloid 
in appearance, distributed in an irregular 
interlacing manner throughout the tumor, 
separated by varying sized bands of con- 
nective tissue and often hyaline plaques.” 

Luteinization of Granulosa Cell Tumors 


and Luteoma: An interesting histologic 
characteristic of this tumor type is that 
the constituent granulosa or theca cells 
may at times undergo a transformation 
into what are evidently typical lutein cells. 

Clinical Characteristics: Granulosa call 
carcinoma of the ovary may be considered 


a fairly common tumor, comprising 
roughly 10 per cent of all solid malignant 
ovarian neoplasms (Fauvet, Novak). 
When the tumor occurs during repro- 
ductive life, as it does in a large propor- 
tion of cases, the clinical syndrome is not 
so striking as when it occurs against the 
background of the prepubertal or the post- 
menopausal phase. During the reproduc- 
tive years, on the other hand, the tumor 
merely adds quantitatively to the cyclic 
hormonal content of the blood. No change 
would be expected in the secondary sex 
characteristics, for example, because these 
have long since been developed, while the 
effect upon menstruation would be merely 
quantitative. It is an accepted fact that 
the malignancy of this group of tumors 
is much less than that of ovarian cancer 
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in general, and some prefer to speak of 
this tumor as granulosa cell tumor rather 
than granulosa cell carcinoma. 

Arrhenoblastoma and Adrenal Ovarian 
Tumors (Masculinizing Group): As com- 
pared with the feminizing group mascu- 
linizing tumors are much less common. 
The term arrhenoblastoma was originally 
applied by Meyer to a group of ovarian 
tumors whose common characteristic is 
their origin from the male gonadogenic 
structures at some phase of embryonic 
development. 

Histogenesis of Arrhenoblastoma: The 
early development of the ovary is identical 
with that of the testis, and in the later 
stages of female differentiation certain 
element of male differentiating potency 
may be left in the medullary portion of 
the ovary. 

Gross Pathologic Picture: These tu- 
mors, as encountered at operation, are 
usually of moderate size, and may be very 
small, though in a number of reported in- 
stances they have reached large propor- 
tions, even to the size of a man’s head. 

Microscopic Pathologic Picture: A de- 
scription of the microscopic characteris- 
tics of arrhenoblastoma is not easy, be- 
cause of the extreme variations that may 
be encountered. 

Malignancy: Although arrhenoblastoma 
is properly classified as malignant tumor, 
there is no doubt that its degree of malig- 
nancy, like that of the granulosa cell tu- 
mor, is much less than that of ovarian 
cancer in general. 

Clinical Features: Arrhenoblastoma of 
the ovary occurs most frequently in rela- 
tively young patients, the decade between 
20 and 30 showing the largest incidence. 

The first symptom noted by most pa- 
tients is amenorrhea, occurring abruptly. 
Regression of the mammary glands soon 
occurs. Changes in body contour may not 
be conspicuous and are often not noticed 
by the patient herself, or not at least until 
hirsutism has developed. A change in the 
patient’s voice is often noticeable. Hyper- 
trophy of the clitoris may be present. The 
crucial clinical test in substantiation of a 
diagnosis of arrhenoblastoma is regres- 
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sion of the abnormal masculinization 
symptoms after removal of the tumor. 

The treatment of arrhenoblastoma is 
surgical. 

Adrenal Tumors of the Ovary.—The 
chief interest of this group lies in the 
fact that it gives rise to a clinical syn- 
drome identical with that described for 
arrhenoblastoma. 

Treatment of Ovarian Tumors.—Gross 
Pathologic Picture in Relation to Treat- 
ment: One cannot consider intelligently 
the treatment of ovarian tumors without 
discussing the pathologic aspects. Selec- 
tion of the correct type or extent of sur- 
gical intervention depends more on the 
operator’s knowledge of the gross patho- 
logic picture than on anything else. 
Needling of retention cysts of the ovary 
is usually harmless but of little value. 
Dissection of the retention cyst or cystec- 
tomy is usually the better procedure. 
When the opposite ovary is absent, one 
may go to extremes to save a bit of ovari- 
an tissue. 

The corpus luteum cyst may be very 
small, though sometimes it attains a diam- 
eter of 5 to 6 cm. and in rare instances 
an even greater diameter. Corpus luteum 
cysts are not to be confused with multiple 
lutein cysts of the ovary occurring with 
hydatidiform mole and chorioepithelioma. 

Germinal inclusion cysts are frequent 
microscopic observations on histologic ex- 
amination of ovaries. They usually do not 
attain any great size. 

TeLinde*® has stated that the presence 
of an ovarian neoplasm is an indication 
for laparotomy, whether or not the tumor 
gives rise to symptoms. The justification 
for this statement is the incidence of ma- 
lignancy in ovarian neoplasms, which is 
in the neighborhood of 15 per cent. This 
is too high to justify taking a chance on 
further conservatism. The problem of 
ovarian neoplasms may be compared with 
the problem of lumps in the breast. Clin- 
ical experience coupled with pathologic 
studies has demonstrated -that an ovarian 
tumor may be benign for years and finally 
become malignant. 

Aside from the possibility of malig- 
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nancy, other potentialities indicate opera- 
tion, complicate the operation and in- 
crease the operative risk. The common- 
est of these are torsion of the pedicle, 
infection and rupture. 

General Therapeutic Considerations: 
The value of the admonition that all ovar- 
ian neoplasms should be operated on de- 
pends on the ability of the examiner to 
distinguish between enlargement due to 
_ neoplasm and enlargement due to other 

causes. Slight enlargement of the ovary 
due to multiple small follicular cysts, 
single follicular cysts or corpus luteum 
retention cysts are common. 

Most ovarian tumors are resistant to 
roentgen therapy. TeLinde’s experience 
does not indicate that good results have 
been obtained by this method, although 
Walter, Bachman and Harris concluded 
that roentgen therapy was of great value 
in their experience. They reported a cure 
rate of 6.3 per cent for nonirradiated as 
compared with a rate of 20 per cent for 
irradiated patients. 

Prognosis of Ovarian Carcinoma.—The 
statistics on “five-year cure” of carcinoma 
of the ovary vary greatly, the limit rang- 
ing from less than 10 per cent to almost 
50 per cent. Since in carcinoma of the 
ovary one is dealing with a variety of 
types of cancer with varying degrees of 
malignancy, it is obvious that the end 
results will differ. 


SUMMARY AND CONCLUSIONS 


1. Classifications of ovarian tumors 
have generally been highly unsatisfactory. 
Consequently, many have been suggested 
by different authors. Two authors, Bar- 
zilai and Novak, have presented workable 
classifications. These are outlined in the 
text for the reader’s convenience. 

2. Three general groups of tumors are 
classified: (1) benign tumors, which in 
many instances are of the non-neoplastic 
type (simple cyst, corpus luteum cyst, 


etc.) ; (2) neoplastic tumors, including be- 


nign and malignant types, and (3) the 
functioning type of ovarian tumor. 

3. Of the tumors frequently observed 
there are two types, cystic and solid. Solid 
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ovarian tumors should always be looked 
on with suspicion as possibly malignant, 
though certain solid ovarian tumors are 
generally classed as benign: e.g., fibroma; 
the Brenner tumor, which resembles fibro- 
ma and occurs chiefly in women beyond 
the age of 50; hemangioma; lymphangi- 
oma; fibroadenoma, and adenomyoma. 

4. Cystic tumors frequently become ex- 
tremely large. Their growth is rather 
rapid. 

5. All ovarian tumors should be sus- 
pected of malignancy until proved be- 
nign. Malignant ovarian tumors include 
primary solid carcinoma, with the follow- 
ing patterns or variations: adenocarcino- 
ma, medullary carcinoma, carcinoma 
simplex, scirrhous carcinoma, alveolar 
carcinoma and plexiform carcinoma. They 
also include secondary or metastatic car- 
cinoma, with involvement of the contra- 
lateral ovary in more than 50 per cent of 
cases. The important symptoms of ovari- 
an malignant tumor are late, the presence 
of a mass in the lower part of the abdomen 
is often the first indication. Other symp- 
toms are pain, occasional menstrual dis- 
order, bleeding, ascites and, later, pro- 
gressive weakness, loss of weight, 
gastrointestinal disturbances and anemia. 
Also included in the list of malignant 
ovarian tumors are sarcoma (much rarer 
than carcinoma), solid teratoma, and 
dysgerminoma. Finally, ovarian tumors 
having endocrine function, such as granu- 
losa cell carcinoma, thecoma, luteoma, 
arrhenoblastoma, adrenal ovarian tumors 
and thyroid ovarian tumors (struma 
ovarii) are consistently malignant. 

6. The treatment of non-malignant 
growths of the ovary should be conserva- 
tive. The value of the admonition that all 
ovarian tumors should: be subjected to 
operation depends on the ability of the ex- 
aminer to distinguish between enlarge- 
ment due to neoplasm and enlargement 
due to other causes. 

7. Diagnosis of the functioning type 
of tumor should be made as early as 
possible. If this is done, the patient will 
suffer far fewer disfiguring symptoms, 
such as hirsuties. 
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8. Most ovarian tumors are resistant 
to roentgen therapy. Surgical interven- 
tion, therefore, is usually the treatment 
of choice. The prognosis is variable; sta- 
tistics on five-year cures of carcinoma of 
the ovary ranging from less than 10 per 
cent to almost 50 per cent. 


RESUME ET CONCLUSIONS 


1. La classification des tumeurs ovar- 
iennes n’est pas satisfaisante. Pour cause, 
plusieurs auteurs ons suggéré leur classi- 
fication. Barzilai et Novak ont présenté 
une classification acceptable. 

2. Trois groupes généraux de tumeurs: 
a) les tumeurs bénignes la plupart du 
temps non néoplasiques (simple kyste, 
kyste du corps jaune etc..) b) les tumeurs 
néoplasiques comprenant les bénignes et 
les malignes. c) les tumeurs ovariennes du 
type fonctionnel. 

3. Les 2 types de tumeurs les plus 
rencontrés sont kystiques et solides. Les 
tumeurs solides de l’ovaire devraient 
toujours étre considérées avec suspicion 
comme possiblement malignes. 

4. Les tumeurs kystiques deviennent 
fréquemment trés volumineuses. Leur 
croissance est rapide. 

5. Toutes les tumeurs ovariennes de- 
vraient étre soupconnées de malignité 
avant preuve de leur bénignité. 

6. Le traitement des tumeurs bégnines 
devrait étre conservateur. 

7. Le diagnostic des types fonctionnels 
de tumeurs devrait étre le plus précoce 
possible. Si c’est le cas, le patient n’aura- 
pas a souffrir d’autant de symptoémes 
défigurants comme l’hirsutisme. 

8. La plupart des tumeurs ovariennes 
sont résistantes a la radiothérapie. L’in- 
tervention chirurgicale est donc le traite- 
mente de choix. 


RESUMEN Y CONCLUSIONES 


1. Las clasificaciones de tumores 
ovaricos no han sido generalmente muy 
satisfactorias. En consecuencia, muchas 
han sido sugeridas por diferentes autores. 


DOUGLAS, DOUGLAS AND DOUGLAS: TUMORS OF OVARY 


Entre estos, Barzilai y Novak han pres- 
entado laboriosas clasificaciones. 

2. Se han clasificado tres grupos gen- 
erales de tumores: (1) tumores benignos, 
que en su mayoria son de tipo no neo- 
plasico (quiste simple, quiste del cuerpo 
amarillo, etc.) ; (2) tumores neoplasicos, 
incluyendo tipos benigno y maligno; (3) 
el tipo funcionante de tumor ovarico. 

3 De los tumores frecuentemente ob- 
servados hay dos tipos: quistico y sdlido. 
Los tumores ovaricos s6lidos deben 
mirarse siempre con la sospecha de ser 
posiblemente malignos. 

4. Los tumores quisticos llegan a ser 
extremadamente grandes. Su crecimiento 
es mas bien rapido. 

5. Todos los tumores ovaricos deben ser 
sospechosos de malignidad hasta probar 
que son benignos. 

6. El tratamiento de las neoform- 
aciones ovaricas no malignas debe ser 
conservador. 

7. El diagnéstico temprano del tipo 
funcionante de tumor debe hacerse lo mas 
pronto posible. Si esto tiene lugar, la 
paciente sufriraé unos cuantos sintomas 
que la desfiguren, como el hirsutismo. 

8. Muchos de los tumores ovaricos son 
resistentes a la réntgenterapia. Por con- 
siguiente, la intervencién quirtrgica es el 
tratamiento de elecci6én. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Klassifizierungen der Eierstocksge- 
schwuelste sind im Allgemeinen hoechst 
unbefriedigend. Folglich sind viele Ein- 
teilungen von verschiedenen Autoren vor- 
geschlagen worden. Barzilai und Novak 
haben brauchbare Klassifikationen vor- 
gelegt. 

2. Es werden drei Hauptgruppen von 
Geschwuelsten unterschieden: a.] gutar- 
tige Geschwuelste, die in vielen Faellen 
keine echten Neubildungen sind [einfache 
Zysten, Corpus luteum-Zysten  usw.]; 
[b] echte Neubildungen, die sowohl die 
gutartigen als die boesartigen Formen 
einschliessen und [c] der Funktionstypus 
der Eierstocksgeschwuelste. 

3. Unter den haeufig zur Beobachtung 
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kommenden Geschwuelsten gibt es zwei 
Arten, die zystische und die solide. Die 
soliden Eierstocksgeschwuelste muessen 
stets den Verdacht auf Boesartigkeit er- 
wecken. 

4. Die zystischen Geschwuelste werden 
haeufig aeusserst umfangreich und wach- 
sen ziemlich schnell. 

5. Alle Ejierstocksgeschwuelste mues- 
sen als boesartig verdaechtigt werden, 
solange nicht ihre Gutartigkeit nachge- 
wiesen ist. 

6. Die Behandlung von nicht boesarti- 
gen Ejierstocksgeschwuelsten sollte kon- 
servativ sein. 

7. Die Diagnose des Funktionstypus 
einer Geschwulst sollte so frueh wie 
moeglich gestellt werden. Wenn dies ge- 
schieht, koennen der Patientin viele ent- 
stellende Symptome wie Hirsutismus er- 
spart werden. 

8. Die meisten Eierstocksgeschwuelste 
widerstehen der Roentgenbestrahlung. 
Der chirurgische Eingriff stellt daher 
gewoehnlich die Behandlungsmethode der 
Wahl dar. 


SUMARIO E CONCLUSOES 


1. A classificacao de tumores ovarianos 
tem sido de regra altamente insatisfatéria. 
Consequentemente, muitas tem sido pro- 
postas pelos autores. Dois autores, Bar- 
zilai e Novak, apresentaram classificacdées 
com cosuistica digna de credito. 

2. Tres grupos gerais de tuméres sao 
classificados: (1) tum6éres benignos que 
em muitas circunstancias sao do tipo nao 
neoplastico (quisto simples, quisto de 
corpo luteo, etc); (2) tumodres neoplas- 
ticos, incluindo tipos denignos e malignos, 
e (3) o tipo funcional de tumor ovariano. 

3. Dos tumores frequentemente obser- 
vados ha 2 tipos, quistico e solido. Os 
tum6res ovarianos solidos devem ser en- 
carados sempre sob a possibilidade de 
serem malignos. 

4. Os tumores quisticos se tornam fre- 
quentemente bastante grandes. Seu creci- 
mento é sobremeaneira rapido. 

5. Todos os tumO6res ovarianos devem 
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ser suspeitados de malignidade até serem 
provados benignos. 

6. O tratamento de tum6éres nao ma- 
lignos do ovario deve ser conservativo. 

7. O diagnostico precéce do tipo func- 
ional de tumor deve ser feito tao pre- 
cocemente quanto possivel. Si isto se da, 
a paciente sofrera ulteriormente menos 
sintomas desfigurantes, tais como o hir- 
sutismo. 

8. Unitos tumores ovarianos sao resis- 
tentes 4 roentgentherapia. A intervencaéo 
cirurgica é usualmente o tratamento de 
escolha. 


CONCLUSIONI RIASSUNTIVE 


1. La classificazioni dei tumori ovarici 
sono sempre state assai imperfette, e 
molte ne sono state proposte da vari 
autori. Soddisfacente quella della Barzilai 
e Novak. 

2. Sono stati classificati tre gruppi 
generali di tumori: (1) i benigni, che in 
molti casi non sono neppure tumori (cisti 
semplici o luteiniche, etc.) ; (2) i tumori 
veri e propri, che comprendono forme 
benigne e maligne; (3) i tumori ovarici 
funzionanti. 

3. I tumori ovarici pit frequenti pos- 
sono essere cistici o solidi; questi ultimi 
devono essere considerati potenzialmente 
maligni. 

4. I tumori cistici frequentemente 
divengono enormi e la loro crescita é 
abbastanza rapida. 

5. Ogni tumore ovarico deve essere 
considerato maligno, almeno fino a che 
non si sia provata la sua benignita. 

6. La cura delle forme non maligne 
potra essere consevativa. 

7. La diagnosi di tumore funzionante 
dovra essere posta precocemente. 

8. La maggior parte dei tumori ovarici 
resistono alla Roentgenterapia, cosi che 1: 
cura chirurgica rimane il trattamento di 
elezione. 
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Surgical Treatment of Esophageal Hiatus Hernia 
A Study of Forty-T'wo Cases 


M. X. ANDERSON, M.S., M.D., F.A.C.S., D.A.B.S., F.I.C.S., D.I.BS. 
LOS ANGELES 


diaphragmatic hernia was first de- 

scribed by Riverius Lazars in 1689, 
and Morgagni wrote a monograph on 
congenital hernias in 1769. Hedblom* 
stated that Bowditch, in 1854, was the 
first to recognize a diaphragmatic hernia 
in a living patient, and that Lichtenstein, 
in 1874, collected 345 cases from the world 
literature, principally as pathologic re- 
ports. The condition was recognized clin- 
ically in only 2 cases, and Lichtenstein 
reported that in the first case it was diag- 
nosed on purely objective grounds. By 
1931 Hedblom collected over 1,000 cases 
reported in the literature since 1900. 

Bowen! stated that Badenheuer in 1879 
was the first to perform a laparotomy for 
nontraumatic diaphragmatic hernia and 
that Pierre Duval, in 1913, was the first to 
use the combined thoracoabdominal ap- 
proach in the repair of a diaphragmatic 
hernia. 

Embryologic of Formation of the Dia- 
phragm.—The embryogenesis of the dia- 
phragm is a highly complex process, since 
the component parts are derived from dif- 
ferent sources. 

According to Grant* (figure 1), the 
posteromedial part arises from the primi- 
tive dorsal mesentery and the lateral por- 
tions are dissected from the body wall 
by the developing lungs. The antero- 
median part arises from the septum trans- 
versum. The gap between the lateral and 
posteromedial parts is closed by the 
pleuroperitoneal membrane. In young 
embryos the hinder part of this composite 
partition lies at the level of the second 
cervical vertebra; it migrates from this 
point to gain ultimate attachment to the 


to Bowen, congenital 
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second and third lumbar vertebra as the 
crura of the diaphragm. On passing the 
third, forth and fifth cervical vertebra, 
portions of these myotomes extend into 
the diaphragm, bringing their nerve sup- 
ply, the source of which is ultimately 
known as the phrenic nerve. 

The thick mesodermal mass surround- 
ing the vitelline veins prior to their entry 
into the sinus venarum is the septum 
transversum. Eventually the septum sepa- 
rates into three layers: the upper layer 
forms part of the pericardium, the inter- 
mediate layer forms part of the dia- 
phragm and the lower layer forms the con- 
nective tissue stroma of the liver. 

Ladd and Gross?‘ stated that “the form- 
ation of the diaphragm is sufficiently com- 
plicated so that there is little wonder that 
congenital defects are apt to appear. If 
arrest in development occurs early in 
embryonic life, the child is born (as is 
typical in most cases) with a free com- 
munication between a pleural cavity and 
the abdomen. If arrest of development oc- 
curs after the pleural and peritoneal mem- 
branes have closed the defect, but before 
the muscle has appeared, the child is born 
with a thin hernial sac which covers the 
upward protruding intestines.” 

Anatomic Aspects. — The diaphragm 
(Grant*®) is the dome-shaped musculo- 
aponeurotic partition separating the ab- 
domen from the thoracic cavities. It has 
a depressed central portion with a 
rounded cupola on each side. The median 
portion rises to the level of the xiphister- 
nal joint, which corresponds to the body 
of the ninth thoracic vertebra. The cupola 
rises on the right side to the fifth rib and 
on the left side to the fifth interspace. 

The diaphragm (Fig. 2) is attached 
posteriorly by two crura to the bodies of 
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the upper three lumbar vertebra on the 
right and to the upper two lumbar ver- 
tebra on the left. Laterally, it is attached 
to the inner surfaces of the seventh to the 
twelfth costal cartilage through interdigi- 
tation with slips of the transversus 
abdominis. Anteriorly the diaphragm is 
attached to the back of the xiphoid 
process. 

Posteriorly there is a gap between the 
two crura through which the aorta passes, 
while anteriorly there is a slight gap be- 
tween the two xiphoid slips. Lateral to the 
xiphoid slip, the superior epigastric ar- 
tery and vein pass from the chest to the 
rectus sheath. Posteriorly in the midline 
the medial parts of the crura are fibrous 
and join in front of the aorta, above the 
celiac axis, to form the median arcuate 
ligament. Laterally, between the crus and 
the slip from the twelfth rib, there are 
two spaces bridged by ligamentous bands 
which gain attachment to the psoas and 
quadratus lumborum muscles and are 
known respectively as the medial and 
lateral arcuate ligaments (lumbocostal 
arches). The medial arcuate ligament, 
bridging the psoas, extends from the 
lateral border of the crus to the trans- 
verse process of the first lumbar verte- 
bra, and the lateral arcuate ligament ex- 
tends from the first lumbar transverse 
process (over the quadratus lumborum) 
to the middle of the twelfth rib. 

The central portion of the diaphragm, 
called the central tendon, is composed of 
decussating and interwoven  tendinous 
fibers and is shaped like a clover leaf. 

The diaphragm is pierced (1) by the 
inferior vena cava centrally, 1 inch (2.5 
em.) to the right and at the level of the 
eighth thoracic vertebra and (2) by the 
esophagus 1 inch (2.5 cm.) to the left of 
the midline at the level of the tenth 
thoracic vertebra. The aorta passes be- 
hind the median arcuate ligament at the 
level of the twelfth thoracic vertebra. It 
does not actually pierce the diaphragm 
and therefore is not affected by dia- 
phragmatic contractions. 

In addition to the structures already 
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Fig. 1—Elements from which the dia- 
phragm is formed. 1, septum transver- 
sum; 2, 3, dorsal mesentery; 4, pleuro- 
peritoneal membrane; 5, body wall 
(after Bowman courtesy of C. Boileau 
Grant, A Method of Anatomy). 


mentioned, some branches of the phrenic 
nerve pass through the caval opening. The 
left phrenic nerve and some branches of 
the right phrenic nerve pierce the dia- 
phragm independently and spread out on 
its abdominal surface. 

The vagus nerves pass through the 
esophageal opening (the left in front and 
the right posterior to the esophagus), 
with esophageal branches of the left gas- 
tric artery and vein. 

The thoracic duct and a vein connect- 
ing the right ascending lumbar vein to 
the azygos system pass through the aortic 
opening. On each side the great, small 
and least splanchnic nerves pierce the 
crura of the diaphragm to end in the 
celiac and renal ganglions. 

As has been mentioned, the motor nerve 
to the diaphragm is the phrenic nerve 
(from the third, fourth and fifth cervical 
levels). This nerve also has some senory 
fibers. The seventh to twelfth intercostal 
nerves are sensory to the peripheral part 
of the diaphragm. 

The pericardiacophrenic, phrenic, mus- 
culophrenic and intercostal arteries sup- 
ply the diaphragm. 

Pathogenesis. — Callander® expressed 
the opinion that the esophageal hiatus 
is often extensive because the stomach de- 
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velops at this point and later descends, 
leaving a space between the esophagus and 
the edge of the diaphragm, this being 
truly a congenital hernia (figure 2). 

The so-called acquired type appears 
later in life (Yngve Candolin*), owing to 
the atrophy of fatty tissue lying between 
the esophagus and the encircling dia- 
phragmatic ring. 

According to Trueman,’ the possibility 
of hiatus hernia depends upon the size of 
the hiatus, the age of the patient, and 
conditions producing increased intra-ab- 
dominal pressure, such as obesity, consti- 
pation, pregnancy (especially when fre- 
quently repeated) and trauma of the ab- 
dominal wall. In his opinion closure of 
the hiatus depends upon the presence of a 
connective tissue membrane rich in elastic 
fibers which become atrophic with advanc- 
ing years. If the patient becomes obese, 
as frequently happens in the postmeno- 
pausal or the later sedentary years, this 
membrane becomes further weakened by 
infiltration with fat. 

Bernstein® agreed that pregnancy, the 
high incidence of chronic constipation and 
postmenopausal obesity, all factors that 
tend to increase the abdominal pressure, 
seem to account for greater incidence in 
the female, the ratio being 2 to 1. 

Bernstein’ has said that, in addition to 
increased intra-abdominal pressure, the 
negative pressure in the chest or “even 
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With hemorrhage 
Without hemorrhage 
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active muscular traction of the esophagus, 
might be effective in certain cases of 
hiatus hernias or cause for itself a ‘trac- 
tion luxation’ of the cardiac part of the 
esophagus and stomach.” 

There may be a predisposition to the 
formation of diaphragmatic hernia in cer- 
tain cases. Harrington® palpated the 
esophageal hiatus in 1,000 routine laparot- 
omies and noted that in 55 per cent the 
esophageal hiatus closely approximates 
the esophagus. In 35 per cent the hiatus 
admitted one finger, in 8 per cent two 
fingers and in 2 per cent three fingers. 

Kirklin and Hodgson’ expressed the 
opinion that inflammatory processes in 
the esophagus in which cicatricial changes 
develop, with resultant narrowing and 
gradual shortening, may produce hiatus 
hernia by a gradual pulling up of the 
esophagus, which causes herniation of a 
small portion of the cardiac end of the 
stomach through the esophageal hiatus. 

Classification. — Nontraumatic  dia- 
phragmatic hernia may be congenital or 
acquired. The congenital variety is due 
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to embryonic deficiency and does not have 
a sac in most cases. According to Harring- 
ton,® the common sites of congenital 
hernia in the probable order of frequency 
are: (1) pleuroperitoneal hiatus (foramen 
of Bockdalek) ; (2) through the gap left 
by partial absence of the diaphragm, a 
gap usually situated in the posterior por- 
tion of the muscle; (3) esophageal hiatus 
due to a deficiency of the circular muscle 
bundles of the hiatus; (4) through the 
esophageal hiatus due to deficiency of the 
esophagus which is not elongated suffi- 
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hiatus  Pleuroperitonecl hiatus Congenital absence 


Foramen of Morgagni Traumatic laceration Infiarmmatory necrosis 


Fig. 2.—Situations of congenital structural defects and traumatic lacer- 


ations of the 


diaphragm which cause the more common types of dia- 


phragmatic hernia. (Courtesy of S. W. Harrington, West J. Surg. 44: 
225-269, 1936.) 


ciently to extend to the diaphragm, thus 
causing varying amounts of the stomach 
to remain above the diaphragm depend- 
ing on the amount of shortening of the 
esophagus; and (5) through an anterior 
subcostosternal opening (foramen of Mor- 
gagni or Larrey’s spaces). 

If the hernia is acquired after birth the 
sites of occurrence are: (1) through the 
esophageal hiatus, a type in which there 
is a hernial sac; (2) through the region 
of fusion of the anlage of the diaphragm; 
(3) at sites named under the congenital 
types of hernia. 

Pathologic Picture. —The term dia- 
phragmatic hernia implies that the ab- 
dominal content, by reason of the higher 
pressure in the abdomen, has protruded 
into the thoracic cavity through some ab- 
normal opening in the diaphragm. The 
abnormal openings may be caused by con- 
genital deficiencies, by trauma or even by 
inflammatory necrosis. All true hernias 
have sacs, whereas a false hernia does 
not have a true sac. The sac may be absent 
in cases of traumatic hernia or hernia 
caused by inflammatory necrosis; it may 
be absent also in some cases of congenital 
hernia where the component parts of the 


diaphragm have failed to fuse. This has 
been noted in some patients with pleuro- 
peritoneal hernias. 

Traumatic diaphragmatic hernia may 
be caused by direct trauma, indirect 
trauma or inflammatory necrosis. Indirect 
trauma usually causes a tear in the dome 
or the posterior half of the left leaf of the 
diaphragm. Direct injury, such as lacera- 
tions and stab wounds or gunshot wounds, 
may lacerate the diaphragm at any point. 
Subdiaphragmatic abscess or drainage 
tubes used to drain an empyemic area may 
cause inflammatory necrosis of the dia- 
phragm. In this case, of course, there is 
no hernial sac. 

Sweet!® is convinced that all hiatus 
hernias are of the sliding type, involving 
the wall of the fundus of the stomach, 
which makes up one surface of the sac, 
much as the wall of the cecum or the 
sigmoid becomes a component of the sac 
in certain inguinal hernias. 

Bleeding occurs in nearly half of the 
cases. This is due to erosion and ulcera- 
tion of the gastric mucosa either within 
the hernial ring or immediately above. 

Bernstein® expressed the opinion that 
regurgitation of gastric juice into the 
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Fig. 3.—Types of esophageal hiatus hernia. A, 
concentric type; B, para-esophageal type; C, 
short esophagus type. 


esophagus is normally a highly unusual 
occurrence and not a physiologic one. 
Normally, “a rather complicated mecha- 
nism, in which the esophageal musculature, 
diaphragm and a valvular mechanism 
participate, does not permit gastric juice 
to pass the cardia in reverse direction. 
The presence of the stomach within the 
chest cavity may easily upset this mecha- 
nism.” Frequently repeated and long-con- 
tinued contact with gastric juice may well 
lead to esophagitis, peptic ulceration with 
hemorrhage or even cicatricial stenosis. 

According to Kirklin and Hodgson,‘ 
erosion and ulceration are due to chronic 
or recurrent venous congestion, and that 
the pressure exerted by the margin of the 
hernia on the vascular supply may pro- 
duce enough congestion to act as a pre- 
cursor of chronic inflammation of the 
gastric mucosa. 

Dick and Hurst!? have observed that 
esophageal ulcer rarely occurs without 
diaphragmatic hernia. 

Frequency of Various Types.—Accord- 
ing to Kirklin and Hodgson,’ a congenital 
short esophagus with a thoracic stomach 
(figure 3) is a very rare condition due 
to failure of the esophagus to maintain 
its longitudinal growth, which results in 
failure of the stomach to descend below 
the diaphragm. 


The “shortened esophagus type” repre-. 


sented 26 per cent of their esophageal 
hiatus hernias. In this type the esophagus, 
originally of normal length, has been 
shortened by esophagitis, ulceration and 
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cicatrization which may gradually pull a 
small portion of the stomach through the 
esophageal hiatus. This type (Kirklin and 
Hodgson’®) is frequently capable of con- 
siderable stretching at the time of opera- 
tion. 

In the concentric type of esophageal 
hiatus hernia there is usually a redun- 
dancy in the lower part of the esophagus. 
This type constituted 66.5 per cent of 
Kirklin and Hodgson’s series. 

In the presence of para-esophageal 
hiatus hernia, part of the stomach herni- 
ates through the esophageal hiatus, but 
the esophagogastric junction remains be- 
low the diaphragm and no esophagus is 
present within the hernia. In the study of 
Kirklin and Hodgson this type represents 
7.5 per cent of esophageal hernias. 

Symptoms. — Because many of these 
hernias are entirely asymptomatic, they 
may be discovered incidentally at opera- 
tion or postmortem examination. Pomer- 
anz and Goldstone’ stated that those 
which produce symptoms “do so either 
immediately after birth or remain undis- 
covered until late in life.” 

Harrington,’ in a series of 343 cases of 
esophageal hiatus hernia, observed the 
most common symptoms to be pain, ab- 
dominal distress, gaseous’ eructations, 
vomiting, dyspnea, hemorrhage, weakness, 
anemia and palpitation, in that order. 

Kirklin and Hodgson!® stated that the 
most frequently encountered symptom in 
cases of diaphragmatic hernia is subster- 
nal pain. “Other symptoms described are 
nausea and vomiting, bloating and belch- 
ing, heartburn and dysphagia and 
dyspnea.” 

At the onset the symptoms are usually 
mild, consisting mainly of epigastric dis- 
tress that may be referred to the back, 
the shoulder, the right upper quadrant, 
the substernal region, the left side of the 
chest or even the interscapular area. This 
pain frequently follows a heavy meal; it 
may even be brought on by eating. It is 
relieved by vomiting, and, in some in- 
stances, by eating, administration of ant- 
acids, the upright position or eructation. 
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Most authors agree that the physical 
observations are inconstant and are of 
little value in the diagnosis of esophageal 
hiatus hernia. 

Trueman‘ has remarked, “The size of 
the hiatus is important as far as the 
severity of symptoms is concerned. .. . 
Often a widely dilated hiatus which will 
permit a freely mobile and distensible 
herniating portion of the stomach is least 
commonly associated with symptoms... . 
Conversely, a smaller hiatus capable of 
incarcerating a portion of the stomach 
and permitting no distensibility is more 
likely to produce symptoms. ... From our 
experience, cholecystitis is a common asso- 
ciate of hiatus hernia, occurring as it 
does frequently in older and obese pa- 
tients; therefore this single finding so 
often does not tell the whole story and 
cholecystectomy may fail to relieve the 
patient if the hernia is undiagnosed and 
not corrected.” 

Diagnosis.—Since there are no path- 
ognomonic symptoms and the physical 
signs are meager, the diagnosis of eso- 
phageal hiatus hernia can be established 
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only by roentgen examination, laparotomy 
or autopsy. 

~ In 1926 Akerlund'‘ introduced a special 
technic that has aided recognition of eso- 
phageal hiatus hernia, which previously 
had been missed in many cases. At the 
time of the barium meal the roentgenolo- 
gist should place the patient in the Tren- 
delenberg position and employ some 
method to increase the intra-abdominal 
pressure, such as the Valsalva test. Each 
roentenologist has his favorite method of 
demonstrating the hernia. 

Small esophageal hiatus hernias are 
commonly observed in routine gastroin- 
testinal series. These are usually asympto- 
matic. If symptoms are present, they are 
so vague and indefinite that the clinician 
is reluctant to ascribe them to the lesion. 
Even when the hernias are large the 
symptoms are vague, gradually increas- 
ing in severity as more of the stomach 
becomes incarcerated or as esophagitis 
and ulceration take place. 

Treatment.—When the symptoms are 
mild and the stomach is the only organ 
involved the treatment may be conserva- 


Fig. 4.—The more common types of structurally deficient esopha- 

geal openings which permit herniation of stomach into posterior 

mediastinum; method of repair of each type with fascia lata and 

linen after removal of hernial sac. (Courtesy of S. W. Harrington, 
West J. Surg. 44:225-269, 1936.) 
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TABLE 4.—Location of Pain; Type of Pain When Recorded 


Location of Pain 


Presence or Absence of 
Hemorrhage; Patients’ 
Ages 

Hemorrhage; over 60.... 
Hemorrhage; under 60... 
No hemorrhage; over 60.. 
No hemorrhage; under 60. 
Totals 


Right Upper Quadrant 


Epigastrium 
Substernal 


= 


Do 


1 
1 
a 
7 
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11 
2 16.7 1 


one we Left Thorax 


Type of Pain 


Interscapular 
Left Upper Quadrant 
Left Lower Quadrant 


tw Left Arm 


Lumbar 
Right Lower Quadrant 


Intermittent 
oar  Colichy 


2 
1 
1 
2 
: 6 
2.38 28.6 19.05 14.3 
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TABLE 5.—Symptoms Other Than Pain 


Presence or Ab- 
sence of Hemor- 
rhage; Patients’ 
Ages 
Hemorrhage; 
over 60 
Hemorrhage; 
under 60 

No hemorrhage; 
over 60 

No hemorrhage; 
under 60 
Totals 


Vomiting 
Hematemesis 


~w & Weight Loss 
© Melena 


Dysphagia 


wo mw Nausea 
to © & Weakness 


3 


A 


tive. Weight reduction is of chief impor- 
tance in medical management, in order 
to reduce intra-abdominal pressure. Many 
patients are relieved in this way, as well 
as by small, easily digested meals and 
by avoidance of stooping or assuming the 
recumbent position too soon after meals. 
Phrenicotomy may be used as an aid 
to medical palliation when radical sur- 
gical treatment is contraindicated because 
of the advanced age and/or the poor 
physical condition of the patient. 
Left-sided phrenicotomy has occasion- 
ally partially relieved the symptoms by 
paralyzing the corresponding side of the 
diaphragm. In this way the crura of the 
hiatus are relaxed and thus the possibility 
of incarceration is reduced, or, if incar- 


24 18 16 15 15 #15 «14 «#21 11 10 6 
57.14 42.9 38.1 35.7 35.7 35.7 33.3 30.9 26.2 23.8 16.7 14.3 1 


Bright red blood 


in stool 

 Palpitation 
in vomitus 
Shock 


Bright red blood 
“Dyspnea 


Constipation 
Diarrhea 
Cyanosis 


* Fainting 


Dyspepsia 


o Anemia 


3 


wn 


2 
2 
4. 


5 1 
8 2.3 


2 
8 
9 7.1 4.8 
ceration is present, it is completely relieved 
if the stomach is not fixed. This proce- 
dure is not applicable to hernia when a 
large portion of the stomach is in the 
thorax, exerting marked pressure on the 
heart and lungs, nor is it applicable when 
the bowel is involved, because of the pos- 

sibility of intestinal obstruction. 

Pickhardt and Rafsky’® used phrenic 
crush in the treatment of 29 elderly per- 
sons, with decided improvement in 13 
cases, improvement with some residual 
symptoms in 15 and no improvement in 1. 

The operative procedure most frequent- 
ly used consists of reduction of the herni- 
ated contents into the abdomen, combined 
with some type of plastic repair of the 
hernial opening. 
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TABLE 6.—Methods of Obtaining Relief 


from Pain 
Presence or Absence = 8 & = 
of Hemorrhage; = 3 
Hemorrhage; over 60 3 3 2 2 iT 
Hemorrhage; under 
5 3 1 1 
No hemorrhage; 
No hemorrhage; 
OO 2 3 3 2 1 
0, eae 12 11 8 5 3 
Perr 286 26:2 19:32 119 7.1 


Complete agreement has never been 
reached as to the method of approach. 
Sauerbruch, one of the leading German 
surgeons, favors closing the defect 
through thoracotomy. Harrington, an 
equally eminent surgeon (Mayo Clinic), 
has had an unparalleled experience with 
this condition and favors the abdominal 
approach despite the fact he is a master 
thoracic surgeon (Figs. 4 and 5.) His 
reason is that it permits proper explora- 
tion of the upper part of the abdomen and 
correction of any additional pathologic 
conditions, such as gallbladder disease or 
a stenosing duodenal ulcer. 

Those who use the abdominal approach 
prefer it because they wish to avoid the 
risk of thoracic complications and are con- 
vinced that lesions in the abdominal 
viscera can be handled better. 

Cohn and Heaton'® have treated eso- 
phageal hiatus hernia in 3 cases by (a) 
widening the esophageal hiatus, (b) re- 
moving the hernial sac, (c) cutting the 
strictures of the omentum and lesser 
curvature until the stomach lies freely in 
the chest and (d) fixing the stomach at 
its new level. The results were good. This 
idea occurred to them after they observed 
that patients with thoracic stomachs were 
asymptomatic after esophageal resection. 

Brewer and Dolley'’ supported the evi- 
dence that these patients are asympto- 
matic by saying “Actually, unless the pa- 
tient has been informed as to the oper- 
ative procedure used, in practically every 
instance, he will not suspect that his 
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stomach rests high in the thoracic cavity.” 

This is a new procedure for the treat- 
ment of hiatus hernia that deserves 
further evaluation, as it may well prove 
advantageous in certain cases, especially 
those in which the esophagus is shortened. 

Sauerbruch and Sweet are two promi- 
nent surgeons who prefer the thoracic ap- 
proach. In their opinion, the excellent ex- 
posure and ease of operation compensate 
for the added effort involved in making 
this incision. 

Sweet!! uses a purse-string plication 
suture on the peritoneal sac (Fig. 6), 
since he does not find it necessary to open 
or remove the sac in the average case. 

If the patient is obese or if any diffi- 
culty is encountered in reducing the vis- 
cera through the esophageal hiatus, Sweet 
makes a counterincision (Fig. 6d) in the 


Fig. 5.—Herniation of entire stomach into pos- 
terior mediastinum, with associated obstructing 
duodenal ulcer. Left lower insert illustrates 
closure of enlarged esophageal hiatus with fascia 
lata and linen. Right lower insert illustrates 
posterior gastroenterostomy performed for duo- 
denal ulcer at same operation, through abdominal 
approach. (Courtesy of S. W. Harrington, West 

J. Surg. 44:225-269, 1936.) 
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TABLE 7.—Laboratory Data: 
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Patients’ Ages meme an «B 
Operation; over 60; 
hemorrhage ....... 13 9 “f “4 
Operation; under 60; 
hemorrhage ....... 8 4 5.5 1 
Operation; over 60; 
no hemorrhage .... 6 3 4.33 0 
Operation; under 60; 
no hemorrhage .... 9 9 3.94 0 
5 87 25 5.34 3 
Per Went 11.9 88.7 59.5 


diaphragm, through which he inserts his 
hand to maintain reduction of the stomach 
and other viscera while the esophageal 
hiatus is being repaired. 

Sweet is of the opinion that “the use 
of the supradiaphragmatic approach in 
the treatment of esophageal hiatus hernia, 
converts what in the majority of cases 
would be a difficult and formidable proce- 
dure into one that can be accomplished 
with ease and simplicity. . . . Handling 
of any of the abdominal viscera except 
those within the sac is avoided; the ex- 
posure of the operative field is wide and 
direct, the freeing of the sac is readily 
accomplished; and structures that are 
sutured are easily seen and dealt with.” 

Phrenic crush is accomplished at the 
time of operation in many cases to in- 
sure temporary paralysis of the dia- 
phragm and to encourage firm healing of 
the sutured parts. 

Results—During the six and one-half 
year period from July 1, 1943, to Dec. 31, 
1949, there were 370, 192 admissions to 
the Los Angeles County General Hospital 
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me Om & 68 
if :: 4 11 1 1 0 7 0 
3 3 0 6 1 0 1 4 2 
3 2 0 6 0 0 0 0 0 
2 4 1 8 1 0 1 1 0 
9 10 5 31 3 1 2 12 2 
215 2388 119 7838 71 24 48 286 48 


(excluding births in the hospital). During . 


the same period there were 185 confirmed 
cases of diaphragmatic hernia. Ten of 
the lesions were traumatic hernias, 10 
were congenital hernias and 165 were 


esophageal hiatus hernias. Forty-two, or 
25.5 per cent, of the last-mentioned group 
were operated on and constitute the ma- 
terial used in this study. 

The age of the patients varied from 6 
weeks to 81 years (Table 1), half being 
under 60 and half over 60 years of age. 
Thirty-four patients (81 per cent) were 
past the age of 50, and 39 (93 per cent) 
were past 40. The average age of the en- 
tire 42 patients was 59 years. 

There was a slight preponderance of 
male over female patients. 

In 22 cases (52.38 per cent) bleeding 
was evidenced macroscopically evident or 
was revealed by chemical tests. 

Thirty-five and seven-tenths per cent of 
the patients were obese; 40.5 per cent 
were of normal build; 16.7 per cent were 
thin, and 7.1 per cent were emaciated 
(Table 2). Fifteen patients (35.7 per 
cent) had lost weight, the amount vary- 
ing from 10 to 40 pounds (4.5 to 18.1 
Kg.), the average being 25.3 pounds (11.4 
Kg.). Some of the normal or thin pa- 
tients were no doubt obese prior to this 
loss of weight. In other cases weight loss 
was mentioned but no definite amount 
given, so it is doubtful whether these pa- 
tients had lost much weight. ; 

The concentric type of hernia was by 


Fi 
pa 
of 
| of 
| of 
lov 
eX] 
Lo 
aft 
ple 
her 
out 
| rep 
fa: 
ce) 
sh 
586 


VOL. XVI, NO. 5 ANDERSON: ESOPHAGEAL HIATUS HERNIA 


2. 
a. 


Dlophregm 


Cul-@tn Rid 


Lett Vagus 


Olcphregm 


Fig. 6.—A: Sketch at upper left (a), diagram illustrating the most frequent type of hernia, with ap- 
parent shortening of esophagus due to upward thrust of herniated portion of stomach. Sac consists 
of reduplication of peritoneum over anterior aspect of herniated stomach. Upper right (6), beginning 
of repair, showing plication sutures used to enfold peritoneal sac. Center left (c), complete reduction 
of hernia produced by obliteration of sac, with plication sutures tied but not yet cut. Center right and 
lower right (d and e), placement of sutures used to narrow esophageal hiatus. B: Upper sketch (a), 
exposure of operative field obtained by incision through left hemithorax, with excision of eighth rib. 
Lower sketch (6) dissection of hernia, lower portion of esophagus and margins of esophageal hiatus 
after incision of mediastinal pleura. IJnset, direction of incision of chest wall. C, view of left hemi- 
thorax before closure of chest-wall incision. Suture of opening in mediastinal pleura shown after com- 
pletion of repair. D, diagram illustrating the method suggested in cases in which enormous size of 
hernia makes it difficult to maintain reduction during repair. Stomach and omentum have been pulled 
out through a counterincision in diaphragm. After repair of hernia, stomach and omentum will be 
replaced in abdomen and opening in diaphragm closed. (Courtesy of Richard H. Sweet, New England 
J. Med. 238:629-653, May 6, 1948.) 


far the most common, making up 78.6 per cent and the paraesophageal type only 
cent of the operative group, while the 2.4 per cent (Table 3). 
short esophagus type constituted 19 per Pain was present in nearly all cases, 
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being located in the epigastrium in 80.9 
per cent. Other less frequent locations 
were in the back (26.2 per cent) ; shoulder 
(16.7 per cent); right upper abdominal 
quadrant (14.3 per cent); substernal or 
precordial areas (11.9 per cent); left 
side of thorax, 9.5 per cent; left arm, 9.5 
per cent, and interscapular area 7.1 per 
cent (Table 4). 

The type of pain was recorded as in- 
termittent in 28.6 per cent, colicky in 19 
per cent and continuous in 14.3 per cent 
of the cases. In 38 per cent there was no 
mention of the type of pain. 

Symptoms other than pain were present 
in the following order of frequency: 
vomiting, 57.4 per cent ; hematemesis, 42.9 
per cent; weight loss, 38.1 per cent; 
dysphagia, 35.7 per cent; melena, 35.7 
per cent; nausea, 35.7 per cent; anemia, 
26.2 per cent; constipation, 23.7 per cent; 
diarrhea, 16.7 per cent; fainting, 14.3 
per cent; bright red blood in the stool, 
11.9 per cent; palpitation, 7.1 per cent; 
cyanosis and bright red blood in the 
vomitus, each 4.8 per cent. Dyspnea was 
present in 40.5 per cent of the cases 
(Table 5). 

Relief from pain was obtained by 
vomiting in 28.6 per cent; by eating in 
26.2 per cent; by the administration of 
antacids in 19.1 per cent; by the upright 
position (either sitting or standing), in 
11.9 per cent, and by belching in 7.1 per 
cent (Table 6). 

Physical abnormalities in the chest 
were minimal in most cases, rales being 
present in only 21.4 per cent and em- 
physema in 9.5 per cent. Abdominal 
physical signs of diaphragmatic hernia 
were somewhat more constant and con- 
sisted of epigastric tenderness in 35.7 
per cent, tenderness of the right upper 
abdominal quadrant in 19.1 per cent, left 
lower quadrant tenderness in 7.1 per cent 
and left upper quadrant tenderness in 4.8 
per cent. 

An effort was made to determine 
whether the symptom of bleeding could 
be correlated with the type of pain, but 
no correlation was found. There was also 
no correlation between the symptom of 
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hemorrhage and the method of obtaining 
relief from pain. 

Laboratory Work.—Occult blood was 
observed in the stools in 28.6 per cent of 
the patients and in the vomitus in 4.8 
per cent. These figures include only cases 
in which the presence of blood was proven 
chemically. Cases of gross hematemesis, 
melena and bright red blood in the stool 
or vomitus are not included unless a 
chemical test was performed, which it 
frequently was not. 

Roentgen examination established or 
confirmed the diagnosis of esophageal 
hiatus hernia in 88.1 per cent of cases but 
gave negative or questionable results in 
11.9 per cent of the proved cases. 

The average size of the hernia as de- 
termined by roentgen examination in 25 
(59.5 per cent) cases was 5.34 cm. In 3 
cases (7.1 per cent) the hernia was termed 
large, and in 9 (21.5 per cent) it was 
called small, though no definite size was 
given (Table 7). 

Roentgenologically the hernia was said 
to be reducible in 23.8 per cent and non- 
reducible in 11.9 per cent. The concen- 
tric type (Fig. 7) was diagnosed by 
roentgenogram in 73.8 per cent, the short 
esophagus type (Fig. 8) in 7.1 per cent 
and the paraesophageal type (Fig. 9) in 
2.38 per cent. In 4.8 per cent the type 
was not stated (Table 7). 

Confusing Diseases.—As will be noted 
in Table 8, the diseases most likely to be 
confused with esophageal hiatus hernia in 
the order of frequency are: peptic ulcer, 
gastric ulcer, gastrointestinal malignant 
tumor, duodenal ulcer, cholecystitis, ma- 
lignant gastric lesions, gastritis and car- 
cinoma of the esophagus. 

Associated Diseases —The more com- 
mon associated diseases are cholecystitis 
(14.3 per cent), secondary anemia (14.3 
per cent), chronic alcoholism (11.9 per 
cent), duodenal ulcer (9.5 per cent), 
cardiospasm (9.5 per cent), cholelithiasis 
(7.1 per cent), gastritis (7.1 per cent), 
hypertensive cardiac disease (7.1 per 
cent) and carcinoma of the esophagus 
(4.8 per cent.) Pancreatitis, gastric ulcer, 
peptic ulcer, angina pectoris, coronary 
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thrombosis, esophageal varices, bronchial 
asthma and psychoneurosis were each 
associated with esophageal hiatus hernia 
in 1 case (Table 9). 

Type of Incision.—A thoracic incision 
was used in 22 cases. The interspace used 
varied from the sixth to the ninth; the 
eighth was used 14 times, the seventh 
6 times, and the sixth and ninth each only 
once. 

The abdominal approach was used in 18 
cases; the left subcostal, being the most 
popular, was used 7 times; by the left 
rectus, 4 times; the right rectus, 3 times; 
the rectus (side not stated), twice; the 
transverse, once; and the Carter incision, 
once. 

A phrenic crush was done at the time 
of operation in 26.2 per cent of the cases. 
It was. performed prior to operation in 
4.8 per cent and after diaphragmatic re- 
pair in 4.8 per cent of cases. A phrenic 
crush was the only surgical intervention 
in 3 cases (7.1 per cent) and in 1 in- 
stance this was followed by a phrenic 
avulsion one month later. 

Operative Data.—The presence or ab- 
sence of a sac was not mentioned in 25 
cases (59.5 per cent). A sac was pres- 
ent in 12 (28.6 per cent), and absent, 
according to the record, in 2 (4.8 per 
cent). 

No doubt the sac was removed in many 
more instances, but in only 10 cases (23.8 
per cent) was a definite statement made 
that the hernial sac had been removed. 

The contents of the hernial sac was the 
stomach in every instance. Other viscera 
were not present in the sac in this group 
of 42 operative cases. 

Types of Suture and Suture Material.— 
As will be noted in Table 10, the most 
popular suture material was silk (71 per 
cent), followed by cotton (14 per cent). 
Catgut was used in only 1 instance (2 
per cent). Fascia lata was not used as a 
suture material in a single case. 

Interrupted sutures were used in 25 
cases (59.5 per cent), mattress sutures in 
10 (23.8 per cent), and continuous su- 
tures in only 1 (the same case in which 
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Fig. 7.—Concentric esophageal hiatus hernia in 
man aged 64. Over half of stomach may be seen 
above diaphragm. cD of Julius Bauer, 


catgut sutures were used). Imbrication 
of the flaps, which is stressed by Har- 
rington,'! was used in only 4 cases (9.5 
per cent). 

Operative Results —The operative re- 
sults (Table 11) were far from ideal. 
Only 30.95 per cent of the patients were 
cured and 11.9 per cent improved, making 
a total of 42.85 per cent who were bene- 
fited by the operation. The mortality rate 
was 19.05 per cent, a figure much higher 
than one would expect. There was a 23.80 
per cent recurrence rate, and 14.29 per 
cent of the patients were unimproved. 

Evisceration occurred on the fifth post- 
operative day in 1 patient whose hernia 
had been repaired through a subcostal in- 
cision. This was repaired immediately but 
was followed by death. 

Recurrences.—Recurrences occurred in 
10 patients (23.8 per cent). One of these 
had a second recurrence, so that there was 
a total of 11 recurrences in 10 patients. 
Six patients were obese and 4 were of 
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Treatment; Presence or Absence of 
Hemorrhage; Patients’ Ages 
Operation; over 60; hemorrhage..... 
Operation; under 60; hemorrhage. . 
Operation; over 60; no hemorrhage. . 
Operation; under 60; no hemorrhage. 4 


Peptic Ulcer 
@rro Gastrointestinal Malignant Tumor 


Gastric Ulcer 
no Duodenal Ulcer 


2 
g< 
> 2 
Absence of Hemorrhage; 8 
Operation; over 60; 
Operation; under 60; 
Operation; over 60; no 
Operation; under 60; no 
6 6 5 4 


14.3 14.3 11.9 9.5 


normal build. They were all over 50 years 
of age, and 7 were over 60. There were 
6 women and 4 men. 

The abdominal approach was used for 
6 and the thoracic approach for 4 of these 
patients. Interrupted silk sutures were 
used in 9 patients and silk mattress 
sutures in 1, this being the only patient 
in whom the flaps were imbricated. A 
phrenic crush was performed at the time 
of operation in 4 patients and after oper- 
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TABLE 8.—Confusing Diagnoses Not Confirmed 


Cholecystitis 


TABLE 9.—Associated Diseases 


Duodenal Ulcer 
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ation in 2, in an unsuccessful attempt to 
alleviate the persistent symptoms. 

Only a partial repair was attempted in 
1 case, as the esophageal hiatus was stated 
to be continuous with the aortic hiatus, 
a condition which Harrington® says usu- 
ally does not exist. 

A bilateral vagotomy was performed 
at the time of operation in 2 patients, 1 
of whom at operation showed evidence of 
recent perforation of an esophageal ulcer. 
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The interval of time between repair 
and a proved recurrence varied from thir- 
teen days to seven years in the eleven re- 
current hernias (13, 29, 30, 39, 42, 67, 
116, 167, 227, 452, and 2,555 days re- 
spectively). Leaving out the last 2 cases, 
which were certainly much longer than 
the average, the average time interval 
from repair to known recurrence was 
fifty-eight days. In all cases in which 
check roentgenograms were taken soon 
after operation the recurrence was demon- 
strated within the first four to six weeks. 

The average size of the recurrent 
hernia was somewhat smaller (4.99 cm.) 
than the average size of the original 
hernia (6.64 cm.) in the 11 recurrences. 

Multiple Repairs. — Multiple repairs 
were performed in three patients. The 
first, a 56-year-old woman, underwent an 
exploratory operation at St. Josephs Hos- 
pital in Burbank in July 1946. The ab- 
dominal approach was used. The patient 
was told that a repair could not be done 
because the liver was in the way. One 
month later (August 27) this patient was 
reoperated on at the Los Angeles County 
General Hospital. The seventh rib was re- 
sected. The hiatus was closed with sev- 
eral interrupted chromic sutures, and a 
phrenic crush was done just above the 
diaphragm. A roentgenogram taken one 
month later revealed a recurrence. A year 
later (Aug. 12, 1947) the same surgeon 
did a repair through the bed of the sixth 
rib, using interrupted silk sutures, which 
resulted in a cure. 

The second case was that of a man 
aged 61. His hernia was repaired on Dec. 
12, 1946, by means of a right rectus 
incision, with interrupted No. 4 silk su- 
tures. A roentgenogram taken six weeks 
later (Jan. 24, 1947) demonstrated a re- 
currence. The second repair was per- 
formed with interrupted silk sutures three 
years later (Nov. 10, 1949) through a 
thoracic approach. The patient died on 
following day of cardiorespiratory col- 
lapse and shock. 

The third patient, a man aged 55, un- 
der went repair of his hernia on Feb. 20, 
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Fig. 8.—Congenital short esophagus in Japanese 

infant 1 year old. Roentgenogram shows fluid 

level in portion of stomach which is above the 
diaphragm. 


Fig. 9.—Para-esophageal hiatus hernia in a Mex- 

ican infant aged 2 months. Roentgenogram shows 

nonreducible para-esophageal hernia 1.5 cm. 
proximal to the cardia of the stomach. 


1946. A left subcostal incision was em- 
ployed. Interrupted silk sutures were 
used. The stomach was anchored to the 
diaphragm with one silk suture. The 
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same type of pain recurred within a 
month, and a film taken on March 29 
showed recurrence of the hernia. The sec- 
ond repair was performed fifteen months 
later (June 17, 1947) after the seventh 
rib had been resected. Mattress sutures 
of medium silk were used to repair the 
diaphragm. A film taken one month later 
(July 17, 1947) revealed a small recur- 
rence. 

Esophagoscopic Study. — Esophago- 
scopic examination was performed on 22 
(52.38 per cent) of the patients and re- 
vealed an ulcer of the esophagus in 4 
instances (9.5 per cent). A short eso- 
phagus was observed esophagoscopically 
in 12 (22.6 per cent). The average distance 
to the lesion was 35.27 cm. (range, 28.5 
to 42 cm.) in the 9 cases in which this 
distance was mentioned. Stricture of the 
esophagus was observed by roentgen or 
esophagoscopic means or both, in 13 pa- 
tients (30.9 per cent). 

Adhesions were observed in 5 patients 
at the time of operation, as follows: be- 
tween the stomach and the liver; between 
the abdominal wall and the colon; be- 
tween the diaphragm and the pericar- 
dium; between the diaphragm and the 
pleura, and between the diaphragm and 
the colon. In 6 patients adhesions were 
present between the stomach and the dia- 
phragm. 

Exploration Without Repair.—Explor- 
ation without repair of the hiatus hernia 
was performed in 3 cases. In the first of 
these repair was not done because poor 
anesthesia, poor relaxation and obesity 
made it impossible. 

In the second case the spleen was twice 
the normal size. The gastro-epiploic 
vessels and the vessels in the gastrocolic 
omentum were three to four times the 
normal caliber, and there were large 
venous channels along the lesser curva- 
ture of the stomach, extending through 
the esophageal hiatus. These vessels and 
the coronary vein were 1 cm. in diameter, 
and it was assumed that these esophageal 
varices were responsible for the bleeding. 
In addition, there was a 5-cm. aneurysm 
of the aorta that projected through the 
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lesser omentum just below the diaphragm. 
A biopsy specimen of the liver was taken 
and the abdomen was closed. 

The esophageal hiatus in the third case 
admitted the tips of three fingers. “Be- 
cause of the small size of the hernia, and 
as the relaxation of the patient was in- 
adequate, it was decided that no repair 
of the defect be done at this time.” 

Bilateral Vagotomy.—lIn addition to re- 
pair of the hiatus hernia, a_ bilateral 
vagotomy was performed in 6 cases, with 
2 cures, 2 recurrences, 1 patient improved 
and 1 unimproved. A recent perforation 
of an esophageal ulcer was observed in 
1 of the cured patients. In this case a 
gastroenterostomy was done in addition 
to the bilateral vagotomy and hiatus re- 
pair. A recent rupture of the esophagus 
(following esophagoscopic study) was 
observed in the other cured patient. 

In 1 of the 2 patients with recurrent 
hernias repair was done shortly after per- 
foration of an esophageal ulcer. 

The improved patient had a duodenal 
ulcer that ruptured into the gall bladder. 
In addition to the hiatus repair and 
bilateral vagotomy, a cholecystectomy was 
performed. 

The unimproved patient had undergone 
appendectomy at the time of the bilateral 
vagotomy and hiatus repair and, one year 
later, gastroenterostomy and excision of 
a duodenal diverticulum which showed 
point tenderness to palpation on fluoro- 
scopic examination. This patient is chron- 
ically alcoholic. 

Esophageal Resection. — Resection of 
the esophagus was performed in 4 cases, 
with 3 deaths and 1 cure. Of the patients 
who died, 1 had an uncomplicated hernia, 
1 had a rupture of an esophageal ulcer 
discovered at operation, and 1 died of 
postoperative rupture of the stomach and 
pneumonia. The case of the patient who 
was cured was uncomplicated. 

Carcinoma.—Carcinoma was observed 
in 2 cases. In 1 it occurred in the cardia 
and the lower part of the esophagus and 
was associated with lymph node and 
peritoneal metastasis; the other was an 
inoperable adenocarcinoma (Grade II) of 
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TABLE 10.—Analysis of Surgical Observations and Methods Used in Surgical Repair 


Treatment; Presence or 

Absence of Hemorrhage; 

Patients’ Ages 

Operation; over 60; 

hemorrhage 

Operation; under 60; 

hemorrhage 

Operation; over 60; 

no hemorrhage 

Operation; under 60; 

no hemorrhage 1 1 

Totals Om 2.2 «6 
0 26.2 4.8 4.8 71.4 14. 


Sac Removed (Definitely Stated) 
Stomach Fixed to Diaphragm 
Esohagus Fixed to Diaphragm 
Exporation Only—No Repair 


Interrupted Suture 
Mattress Sutures 
Sac Not Mentioned 


~ 
> 
R 
» 


1 
2. 


Sac Present 
Sac Absent 


Phrenic Crush Before Operation 
Imbrication 


Phrenic Injection at Operations 

or * Phrenic Crush at Operation 
Phrenic Crush After Operation 
Continuous Suture 


Silk Suture 


o 


© 
on 


3 2.4 2.4 


TABLE 11.—Results of Treatment 
Treatment; Presence or Absence of 
Hemorrhage; Patients’ Ages Recurred Died Unimproved Improved 
Operation; over 60; hemorrhage 7 2 
Operation; under 60; hemorrhage 2 3 
Operation; over 60; no hemorrhage 2 
Operation; under 60; no hemorrhage 2 


Totals 0 6 5 
19.05 14.3 11.9 


the cardiac end of the stomach. This pa- Hodgson’ considers obesity a predispos- 
tient had been operated on six months ing factor in the development of hiatus 
earlier for a ruptured gastric ulcer. hernia, the latter drawing attention to the 
fact that this lesion occurs most fre- 
COMMENT quently in obese middle-aged women. 
The concentric type of hiatus hernia 
Esophageal hiatus hernia is a disease (Fig. 7) was present in 78.6 per cent of 
of later life. Thirty-four, or 81 per cent, our operative cases, as compared with 
of our patients were past the age of 50; 66.5 per cent of Kirklin’s and Hodgson’s® 
39, or 93 per cent, were over 40. series. The short esophagus and shortened 
In contrast to the findings of Ritvos,'* esophagus types (Fig. 8) made up 19 per 
Bernstein,* and Kirklin and Hodgson,’® cent as compared to their 26 per cent. The 
who recorded a 2 to 1 preponderance of _paraesophageal type (Fig. 9) accounted 
female patients, there was a slight pre- for only 2.4 per cent as compared with 
ponderance of male (23) over female (19) their 7.5 per cent. Considering the size 
patients in our series. of our series, the figures are quite com- 
Thirty five and seven-tenths per cent parable. 
of our patients were obese, and 40.5 per The amount of weight lost was given in 
cent were of normal build. 15 cases and varied from 10 to 40 pounds 
Harrington,” as well as Kirklin and (4.5 to 18.9 Kg.), the average being 25.3 
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pounds (11.4 Kg.). Loss of weight was 
mentioned in other cases, but a definite 
amount was not given or it was question- 
able whether weight had been lost. The 
loss of weight was no doubt due to dys- 
phagia, dyspepsia and stricture of the 
esophagus. 

Dyspnea was present in 40.5 per cent 
of the patients. This is to be expected, 
considering the average age of the group 
and the fact that hypertensive and arteri- 
osclerotic heart disease associated with 
mild cardiac decompensation was present 
in some instances. The incidence of 
dyspnea is therefore probably not related 
to the fact that the patient had an eso- 
phageal hiatus hernia. 

Roentgen examination is by far the 
most reliable means of diagnosis, having 
established or confirmed the diagnosis in 
88.1 per cent of cases. Esophagoscopic ex- 
amination, performed in 22 cases, is a 
very accurate diagnostic aid and should 
be used more frequently. 

Imbrication of the flaps (Fig. 4) is 
illustrated by most authors and seems to 
be a desirable method of repair. Harring- 
ton®” uses this method routinely and has 
a very low recurrence rate. 

Catgut suture was used in the unsuc- 
cessful repair of the diaphragm in 1 case. 
In 1 other case an unsuccessful repair 
with catgut sutures had been done prior 
to entry. It would seem that absorbable 
sutures have no place in a repair that 
carries such a high incidence of recur- 
rence. Fascia lata, as illustrated by Har- 
rington,®”” (Fig. 4), would seem to be a 
desirable suture material and should be 
used more frequently. 

Fixation of the stomach to the dia- 
phragm was carried out in 4 cases. De- 
nuding the fundus of the stomach and an 
adjacent segment of the diaphragm fol- 
lowed by approximation with nonabsorb- 
able sutures should provide enough ad- 


hesions to prevent some of the recur- . 


rences, and deserves further investigation 
and use. 

The recurrence rate varies considerably, 
depending on whether the operations are 
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performed by a single skilled surgeon or 
by different surgeons who operate only 
occasionally on esophageal hiatus hernias. 

In analysing the 67 cases at the Massa- 
chusetts General Hospital between 1920 
and Jan. 1, 1947, Soutter'® stated that 43 
patients were followed less than a year 
or were not studied roentgenologically. 
“Of the remaining twenty-four, eighteen 
had proven recurrences and six had 
proven reductions by studies taken at 
least twelve months postoperatively.” This 
gives a recurrence rate of 26.8 per cent 
as compared with our recurrence rate of 
23.8 per cent for 10 patients. 

For transthoracic repair Soutter noted 
a 14 per cent recurrence as compared to 
our 18.18 per cent, and for abdominal 
repair he observed a 40 per cent recur- 
rence as compared to our 33.33 per cent. 

Harrington® reported 9 recurrences in 
430 cases of diaphragmatic hernia (all 
types), an incidence of 2.1 per cent, and 
stated that 9 out of 10 recurrences in 
the entire series of 430 cases were in the 
esophageal hiatus group. This, no doubt, 
is because the repair of an abnormally 
large hiatus of the esophagus is more dif- 
ficult than complete closure of an ab- 
normal opening in the diaphragm. 

Mortality —There were 8 deaths, 7 of 
which occurred shortly after operation 
and 1 that occurred ten months postoper- 
atively and was due to hypernephroma 
of the kidney with widespread metastasis. 
Of the deaths that occurred in the immedi- 
ate postoperative period, 1 was caused by 
coronary occlusion with myocardial in- 
farction. The operation in this case lasted 
only one hour and seven minutes, and no 
difficulty was encountered. 

The esophagus was resected in 3 cases, 
because of stricture, and an esophagogas- 
tric anastomosis was performed. In the 
first case death occurred twenty-four 
hours after a difficult seven-hour opera- 
tion and was caused by irreversible shock, 
hemothorax, bronchopneumonia, pleurisy 
and mediastinitis. In the second, the pa- 
tient died three days after an operation 
lasting three and one-half hours, with 
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necrosis and perforation of the stomach 
3 cm. distal to the esophagogastric anas- 
tomosis and secondary bronchopneumonia 
with atalectasis. The third patient died 
ten days after a five-hour operation, with 
a perforated peptic esophageal ulcer, 
bronchopneumonia, shock, acute empyema 
of the left pleural cavity and mediasti- 
nitis. 

In a case of simple repair of the dia- 
phragm, death occurred seven days after 
a two-hour operation and was due to a 
2 mm. perforation on the anterior wall 
of the greater curvature of the stomach, 
left empyema, organizing pneumonia, 
pleurisy and bronchitis. 

One death occurred five days after a 
two-hour simple repair of the hernia and 
was due to bronchopneumonia, pulmonary 
edema and left lower lobe atelectasis, 
pyemic left pleural effusion, and chronic 
pyelonephritis with severely contracted 
kidneys. 

The last patient died one day after a 
difficult five-hour operation in which the 
esophagus was perforated in two places 
and a large amount of blood was lost. 
Autopsy revealed irreversible postopera- 
tive shock, hemothorax and infarction of 
the middle lobe of the right lung. 

Only 4 of these deaths can be attributed 
to simple repair of esophageal hiatus 
hernia, as 3 deaths followed esophageal 
resection for stricture of the esophagus, 
and 1 patient with an inoperable hyperne- 
phroma at the time of operation died ten 
months after diaphragmatic repair. 

Esophageal resection was accomplished 
in 4 cases, with 75 per cent mortality and 
one cure. This mortality rate is so high 
that this procedure should not be per- 
formed except by the most skilled sur- 
geons. 

Chronic ulceration of the esophagus oc- 
curred in 9.5 per cent of cases (4 times 
in the 22 cases in which esophagoscopic 
study was done). All of the ulcers oc- 
curred at the distal end of the esophagus, 
in close topographic relationship to the 
region of the hiatus hernia. 

Stricture of the lower end of the eso- 
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phagus is not an uncommon occurrence 
and is frequently associated with an ulcer 
of the esophagus, either active or healed. 


SUMMARY 


The operative cases at the Los Angeles 
County Hospital are reviewed for a period 
of six and one-half years, ending Dec. 31, 
1949. 

During this period the diagnosis of dia- 
phragmatic hernia was confirmed in the 
cases of only 185 patients, 10 of whom 
had traumatic hernias, 10 congenital 
hernias and 165 esophageal hiatus hernias, 
42 of the latter group coming to operation. 

Surgical intervention resulted in cure 
in 30.9 per cent and in improvement in 
11.9 per cent. There was an uncorrected 
mortality rate of 19.05 per cent and a 
recurrence rate of 23.8 per cent. If the 
3 patients who died after esophageal re- 
section for stricture and ulcer of the eso- 
phagus are omitted, there is a mortality 
rate of 11.9 per cent. Fourteen and three- 
tenths per cent of the patients were un- 
improved. 

Bleeding was present, observable either 
macroscopically or by means of chemical 
tests, in 52.4 per cent of the patients. 

This is a disease of later life, as 49.9 
per cent of the patients were over 60 years 
of age, 80.8 per cent were over 50, and 
64.2 per cent were between 50 and 70. 

Concentric esophageal hiatus hernia is 
the most frequent type (78.6 per cent) ; 
the short esophagus type (either congen- 
ital or acquired) was second in frequency 
(19.05 per cent) and the paraesophageal 
type was least frequent (2.48 per cent). 

In this study an attempt was made to 
see whether there was any correlation 
between the presence of hemorrhage and 
the type of body build, the type of hiatus 
hernia, the type of pain, and the methods 
of obtaining relief from pain. No corre- 
lation was found. 


CONCLUSIONS 


1. Recurrences can be reduced (a) by 
imbrication of the flaps as illustrated by 


A 


Harrington® but as employed in only 1 
of the recurrent cases; (b) by denudina- 
tion the fundus of the stomach and the 
adjacent diaphragm and suture of these 
raw surfaces together, thereby aiding the 
formation of adhesions between these 
struttures, and (c) by use of nonabsorb- 
able mattress sutures for repair of the 
diaphragm. 

2. Esophageal resection for stricture of 
the esophagus carried a 75 per cent mor- 
tality rate in the 4 cases in which it was 
used. This might be considerably reduced 
by substitution of some type of cardio- 
plasty similar to the commonly used 
Finney pyloroplasty. 

3. Transthoracic herniotomy similar to 
that used by Cohn and Heaton" should 
be given more extensive trial, particular- 
ly in cases of congenital short esophagus 
or in other cases when difficulty is en- 
countered in bringing the stomach into 
the abdomen. 

4. The establishment of operative 
teams is considered advisable, as this gives 
the surgeon sufficient experience in han- 
dling this condition to lower the mortality 
rate. Most of the patients in this series 
were operated on by different surgeons, 
many of whom had performed only one 
or two diaphragmatic repairs previously. 
In some cases it was the surgeon’s first 
repair. 

5. The thoracic approach should be 
used for the repair of esophageal hiatus 
hernia when possible, as the recurrence 
rate (18.2 per cent) is about half that 
observed when the abdominal approach 
is used (33.3 per cent). 


SOM MAIRE 


C’est une revue de tous les cas opérés 
depuis 614 ans jusqu’au 31 décembre 1949 
a The Los Angeles County Hospital. Pen- 
dant cette période, on fit le diagnostic de 
hernie diaphragmatique dans 185 des cas 


seulement, dont 10 d’origine traumatique, 


10 congénitales et 165 par hernie d’hiatus 
oésophagien. Sur ces 165, on en opéra 
42. L’intervention chirurgicale donna une 
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guérison dans 30.9% des cas, et une 
amélioration dans 11.9% des cas. Il y 
eut un taux de mortalité de 19.05% Ce 
taux est incorrect. Si les trois patients 
morts aprés résection de |’oésophage pour 
rétrécissement ou ulcération étaient mis 
le taux de mortalité serait de 11.9%. 

Le pourcentage des récidives est de 
23.8% Les non améliorés comptaient 
14.3%. L’hémorragie macroscopique ou 
microscopique était présente dans 52.4% 
des cas. C’est une maladie d’age avancé, 
puisque 49.9% des patients étaient au 
dessus de 60 ans et que 80.8% étaient au 
dessus de 50 ans. 64.2% étaient entre 50 
et 70 ans. 

Le type le plus fréquent (78.6%) est la 
hernie d’hiatus oésophagien; le type 
d’oésophage court (congénital ou acquis) 
est la seconde en frequence 19.05%. Le 
type paraoésophagien est le moins fré- 
quent: 2.4%. 

Dans cette étude, on a tenté de trouver 
un rapport entre la présence d’hémorragie 
et le genre de taille, le genre de hernie par 
hiatus, le genre de douleurs et de méthode 
pour calmer cette douleur. On a pu éta- 
blir aucun rapport. 


CONCLUSIONS 


1. Le nombre de récidives peut-étre 
diminué par (a) chevauchement des lam- 
beaux (illustration de Harrington) mais 
employé dans une seule récidive; (b) par 
dénudation du fundus de l’estomac et de 
la partie adjacente du diaphragme en 
suturant les deux surfaces cruentées l’une 
contre l’autre pour provoquer des adhér- 
ences; (c) par l’usage de suture en matelas 
avec fils non résorbables pour la répara- 
tion du diaphragme. 

2. La résection de l’oésophage pour 
Rétrécissement améne un taux de 75% de 
mortalité (sur 4 cas) on pourrait con- 
sidérablement diminuer ce taux en prati- 
quant, uns substitution, une cardioplastie 
du genre de la pylorographie de Finney. 

3. On devrait tenter de pratiquer plus 
souvent l’herniotomie transthoracique de 
Cohn et Heaton: surtout lorsque |’oéso- 
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phage est congénitalement court et dans 
tous les autres cas ow il est difficile de 
descendre |’estomac dans |’abdomen. 


4. On conseille fortement la formation 
d’une équipe opératoire spécialisée; ce qui 
donnerait au chirurgien une expérience 
suffisante pour diminuer le taux de mor- 
talité. Dans cetter série la plupart des 
patients furent opérés par différents 
chirurgiens dont plusieurs n’avaient fait 
qu’une ou deux réparations diaphragma- 
tiques. Dans certains cas c’étaient leur 
premiére. 

5. La voie d’abord thoracique devrait 
étre employée, lorsqu’il est possible, pour 
la réparation de hernie par hiatus oéso- 
phagien. Parce que le taux de récidive 
de 18.2% est la moitié seelement due taux 
de 33.3% trouvé dans la voie d’abord 
abdominale. 


RESUMEN 


Se revisan los casos operatorios del 
Hospital del Condado de Los Angeles por 


un periodo de seis y medio afios, hasta 
diciembre 31 de 1949. 

Durante dicho periodo hubo confirma- 
cién del diagnéstico de hernia diafrag- 
matica en 185 pacientes solamente, de los 
que presentaban 10 hernias traumaticas, 
10 hernias congénitas y 165 hernias del 
hiato esofagico, babiendo sido operados 
42 de este ultimo grupo. 

Se obtuvieron con la_ intervencién 
quirtrgica 30.9% de curaciones y 11.9% 
de mejorias. Hubo un indice de mortalidad 
no corregido de 19.05% y un indice de 
recidiva de 23.8%. Si se omiten 3 pac- 
ientes que fallecieron después de reseccién 
esofagica por estenosis y Ulcera gastrica, 
el induce de mortalidad es de 11.9%. No 
hubo mejoria en 14.3 de los pacientes. 

Hubo hemorragia observable macro- 
scépica o quimicamente en 52.4 de los 
pacientes. 

Tratandose de una enfermedad de la 
edad avanzada hubo 49.9% de pacientes 
mayores de 60 afios de edad, 80.8% de 
mayores de 50 y 64.2% entre 50 y 70. 

La hernia del hiato esofagico concén- 
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trico result6 el tipo mas frecuente 
(78.6% ) ; el tipo eséfago corto, congénito 
o adquirido, fué el segundo en frecuencia 
(19.05%) y el tipo paraesofagico el menos 
frecuente (2.4%). 

En este estudio se intent6 observar si 
existia alguna correlacién entre la pres- 
encia de hemorragia y el biotipo, el tipo 
de hernia del hiato, el tipo de dolor y los 
métodos para obtener alivio del mismo. No 
se encontro correlacion alguna. 


CONCLUSIONES 


1. Pueden disminuirse las_ recidivas 
por: (a) imbricacién de los colgajos en 
la forma ilustrada por Harrington,!! que 
fué empleada en solo | de los casos recidi- 
vantes; (b) denudacién del fondo del 
est6mago y el diafragma adyacente y 
sutura conjunta de las superficies denu- 
dadas, ayudando en consecuencia a la 
formaciOn de adherencias entre dichas 
estructuras; (c) uso de suturas de col- 
chonero con hilo no absorbible para la 
reparacioén del diafragma. 

2. La reseccién esofagica por estenosis 
dié un indice de mortalidad del 75% en 
los 4 casos en que fué usada. Este puede 
reducirse considerablemente empleando 
algun tipo de cardioplastia similar a la 
piloroplastia de Finney usada de ordi- 
nario. 

3. La herniotomia transtoracica simi- 
lar a la de Cohn y Heaton’ se justificaria, 
mas, particularmente en casos de esdfago 
corto congénito o en otros con dificultad 
para traer el est6mago al abdomen. 

4. Se considera conveniente el estab- 
lecimiento de equipos operatorios, pues 
esto da al cirujano suficiente experiencia 
para tratar este estado con indice mas 
bajo d emortalidad. Muchos de los paci- 
entes de esta serie fueron operados por 
diferentes cirujanos, muchos de los cuales 
solamente habian efectuado una o dos 
reparaciones diafragmaticas con anteri- 
oridad. En algunos casos se trat6 de la 
primera reparacién diafragmatica del 
cirujano. 

5. La via toracica debe usarse para la 
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reparaci6n de la hernia del hiato esofagico 
cuando sea posible, dado que el indice de 
recidiva (18.2%) es aproximadamente la 
mitad del observado cuando ha sido usada 
la via abdominal (33.3%). 


ZUSAM MENFASSUNG 


Es liegt ein Bericht ueber die am Los 
Angeles County Hospital innerhalb von 
614 Jahren bis zum 31. Dezember 1949 
operativ behandelten Faelle vor. 

In diesem Zeitabschnitt wurde die Diag- 
nose einer Zwerchfellhernie in nur 185 
Faellen bestaetigt. Zehn davon waren 
traumatisch, zehn angeboren, und 165 
waren Hernien des Hiatus oesophagi. Von 
der letzten Gruppe kamen 42 zur Opera- 
tion. 

Der chirurgische Eingriff fuehrte in 
30.9% der Faelle zur Heilung und in 
11.9% zu einer Besserung. Die korrigierte 
Sterblichkeitsquote betrug 19.05%, und zu 
Rueckfaellen kam es in 23.8%. Nimmt 
man drei Kranke, die nach Oesophagusre- 
sektion wegen Verengung und Geschwuers 
der Speiseroehre starben, aus, so sinkt die 
Sterblichkeitsquote auf 11.9%. 14.3% der 
Kranken waren ungebessert. 

Makroskopisch oder chemisch nachge- 
wiesene Blutungen traten in 52.4% der 
Kranken auf. 

Die Krankheit betrifft Menschen des 
spaeteren Lebensalters. 49.9% der Kran- 
ken waren ueber sechzig, 80.8% ueber 
fuenfzig und 64.2% zwischen fuenfzig und 
siebzig Jahre alt. 

Am haeufigsten kommt die Form der 
konzentrischen Hernie des Hiatus oeso- 
phagi (78.6%) vor; es folgt der Typus des 
(angeborenen oder erworbenen) kurzen 
Oesophagus (19.05%) und schliesslich die 
paraoesophagale Form (2.4%). 

In der vorliegenden Arbeit wurde ver- 
sucht, eine Beziehung zwischen dem Auf- 
treten von Blutungen und dem Koerper- 
bau, der Form der Hiatushernie, der Art 


des Schmerzes und der Methode der. 


Schmerzbefreiung aufzudecken. Es stellte 
sich heraus, dass keine derartige Korrela- 
tion besteht. 
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SCHLUSSFOLGERUNGEN 


1. Das Auftreten von Rueckfaellen 
kann vermindert werden (a) durch das 
dachziegelfoermige Uebereinanderlegen 
der Krempen, wie es von Harrington™ 
dargestellt, aber in den vorliegenden Fael- 
len nur einmal angewandt wurde; (b) 
durch Zusammennaehen der rohen Ober- 
flaechen des entbloessten Magenfundus 
und des anliegenden Zwerchfells, wodurch 
die Bildung von Verwachsungen zwischen 
den beiden Strukturen gefoerdert wird, 
und (c) durch die Verwendung von nicht 
absorbierbaren Matratzennnaehten bei der 
Wiederherstellung des Zwerchfells. 

2. Die in vier Faellen wegen Speise- 
roehrenverengung ausgefuehrte Oesopha- 
gusresektion wies eine Sterblichkeitsquote 
von 75% auf. Diese Ziffer koennte wohl 
erheblich herabgesetzt werden, wenn die 
Resektion durch irgendeine. Form der 
Kardioplastik, aehnlich der allgemein an- 
gewandten Finneyschen Pyloroplastik, er- 
setzt wuerde. 

38. Der transthorakale Bruchschnitt, 
aehnlich dem von Cohn und Heaton’ ange- 
wandten, sollte haeufiger versucht werden, 
besonders in Faellen von kurzem Oesopha- 
gus, oder wenn sonst Schwierigkeiten, den 
Magen in die Bauchhoehle zu bringen, 
entstehen. 

4. Das Aufstellen von Operationsmann- 
schaften wird fuer ratsam gehalten, da 
auf diese Weise dem Chirurgen Gelegen- 
heit gegeben wird, Erfahrungen mit sol- 
chen Faellen zu sammeln und die Sterb- 
lichkeitsziffer zu verringern. Die meisten 
Krankender vorliegenden Serie wurden 
von verschiedenen Chirurgen operiert, von 
denen viele nur ein-oder zwei mal vor- 
her eine Wiederherstellung des Zwerch- 
fells ausgefuehrt hatten. In manchen 
Faellen handelte es sich sogar um die erste 
Erfahrung des Chirurgen. 

5. Fuer die Beseitigung des oesopha- 
galen Hiatusbruches sollte wenn moeglich 
der thorakale Zugangsweg benuetzt wer- 
den, da dieser nur etwa halb so viele 
Rueckfaelle aufweist (18.2%), als beim 
Zugang vom Bauch aus beobachtet werden 


(33.3%). 
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I casi operati al Los Angeles County 
Hospital sono stati controllati per un 
periodo di 6 anni e mezzo, fino al 31 di- 
cembre 1949. 

Durante tale periodo la diagnosi di ernia 
diaframmatica fu confermata solo in 185 
pazienti, in 10 dei quali era traumatica, 
in 10 congenita e in 165 dello Hiatus 
esofageo; di quest’ultimo gruppo 42 pa- 
zienti furono sottoposti a intervento. 

L’intervento chirurgico porto alla guari- 
gione nel 30,9% dei casi e al migliora- 
mento nell’11,9%. Si ebbe una mortalita 
operatoria globale del 19,5% e il 23,8% 
di recidive. Se si escludono 3 pazienti che 
morirono dopo resezione esofagea per 
stenosi o ulcera dell’esofago, la mortalita 
si abbassa allo 11,9%. Il 14,3% degli 
operati non ebbe alcun miglioramento. 

Nel 52,4% dei casi vi era perdita di 
sangue macroscopica o chimica. 

L’affezione é caratteristica dell’eta avan- 
zata; il 49,9% dei pazienti aveva pit di 
60 anni di eta, 1’80,8% pit di 50 e il 
64,2% era era fra i 50 ei 70 anni. 

L’ernia concentrica dello hiatus esofa- 
geo fu la varieta pit! frequente (78,6%) ; 
la varieta a “esofago breve” (congenita 
0 acquisita) occupava il secondo posto 
(19,05%); la varieta paraesofagea fu la 
pit rara. (2,4%). 

Lo studio é stato condotto allo scopo di 
stabilire se vi fosse qualche rapporto fra 
la presenza dell’emorragia e il tipo som- 
atico del paziente, la varieta di ernia dello 
hiatus, il tipo di dolore e i metodi per 
ottenere la cessazione del dolore. 

Non é stato dimostrato aleun rapporto. 


CONCLUSIONI 


1. La recidiva pud essere evitata (a) 
mediante l’embricazione dei lembi secondo 
il metodo di Harrington, usato solo in uno 
dei casi recidivi; (b) mediante denuda- 
mento del fondo dello stomaco e del dia- 
framma attiguo, con successiva sutura 
delle due superfici cruente provocando 
cosi la formazione di aderenze fra esse, e 
(c) mediante l’uso di suture da materas- 
saio non assorbibili sul diaframma. 
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2. Si esegui resezione esofagea per 
stenosi dell’esofago in 4 casi, con il 75% 
di mortalita. Questa potrebbe venire con- 
siderevolmente ridotta usando qualche 
metodo di cardioplastica tipo la solita pi- 
loroplastica di Finney. 

3. L’erniotomia transtoracica secondo 
il metodo di Cohn e Heaton potra avere 
pit. frequenti applicazioni specie nei casi 
di esofago breve congenito o nei casi in 
cui si incontrano difficolta nel riporre lo 
stomaco nell’addome. 

4. Si considera opportuna la forma- 
zione di squadre operatorie, onde formare 
chirurghi sufficientemente esperti nella 
cura di questa affezione per abbassare la 
mortalita operatoria. La maggior parte 
dei pazienti presentati fu operata da 
diversi chirurghi, che per lo pili avevano 
eseguito in precedenza soltanto uno o due 
operazioni per ernia diaframmatica. In 
qualche caso nessuna. 

5. Nella cura dell’ernia dello hiatus 
esofageo si deve usare, ogni qual volta 
possibile, la via toracica perché la percent- 


uale di recivida (18,2%) é circa la meta 
di quella osservata usando la via ad- 
dominale (33, 3%). 


SUMARIO 


Os casos operatorios do Los Angelis 
County Hospital sao revistos por um 
periodo de seis e meio anos, terminando 
em 31 de Dezembro de 1949. Durante esse 
periodo o diagnostico de hernia diafrag- 
matica foi confirmado em somente 185 
pacientes, 10 dos quais tinham hernias 
traumaticas, 10—hernias congenitas e 165 
—hernias do hiato esofageano, 42 do 
ultimo grupo vindo a ser operados. 

A intervencao cirurgica resultou em 
cura em 30.9 por cento e em melhora em 
11.9 por cento. Houve uma nfo retificada 
mortalidade de 19.05 por cento e uma 
taxa de recurrencia de 23.8 por cento. Si 
os 3 pacientes que morreram depois c de 
resse cao do esofago por estendse e ulcera 
do esofago forem omitidos, ha uma taxa 
de mertalidade de 11.9 por cento. Quatorze 
e trinta por cento de pacientes nao obti- 
veram melhora. 
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Hemorragia foi observavel, seja macro- 
scopicamente ou por meio de exames 
quimicos, em 52.4 por cento de pacientes. 
Trata-se de uma doenca da idade avan- 
cada, pois 49.9 por cento de pacientes 
tinham entre 50 e 70 anos de idade. A 
cento tinham mais de 50 e 64.2 por cento 
tinha mentre 50 e 70 anos de idade. A 
hernia concentrica do hiato esofagiano é 
6 tipo mais frequente (78.6 por cento) ; 
o tipo de esofago curto (seja congenito 
ou adquirido) foi o segundo em frequencia 
(19.05 por cento) e o tipo paraesofageano 
foi o menos frequente (2.4 por cento). 
Neste estudo uma tentativa foi feita para 
ver si havia uma correlacaéo entre a 
presenca de hemorragia e o tipo de corpo 
formado, o tipo de hernia do hiato, o tipo 
de dor e os metodos de alivio para a dor. 
Nenhuma correlacao foi encontrada. 


CONCLUSOES 


1. Recurrencias podem ser reduzidas 
(a) pela imbricacao dos bérdos conforme 
a ilustracéo de “Harrington” mas empre- 
gada somente em 1 dos casos recurrentes ; 
(b) pela desnudacao do fundo do estomago 
e do diafragma adjacente e sutura dessas 
superficies vivas conjunctamente, auxili- 
ando-se com isso a formacao de aderencias 
entre essas estruttras, e (c) pelo uso de 
suturas absorviveis acolchoadas para re- 
constituicéo do diafragma. 

2. A resseccao do esofago por estendse 
registrou uma mortalidade de 75 por cento 
nos 4 casos em que foi usada. Esta po’de 
ser considreavelmente reduzida pela sub- 
stituicao de alguns tipos de cardioplastia 
similares aos comumente usados na piléro- 
plastia de Finney. 

3. A herniotomia transtoracica semel- 
hante a usada por Cohn e Heaton’ deve 
ser mais extensamente praticada, particu- 
larmente em casos de esofago curto con- 
genito ou em outros casos em que é encon- 
trada dificuldade para trazer o estomago 
para dentro do abdomen. 


4. A formacéo de teams operatérios 


é considerada acanselhavel porque oferece 
ao cirurgiao suficiente experiencia e baixa 
a taxa de mortalidade. A maioria dos 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1951 


pacientes desta serie foi operada por 
diferentes cirurgides, muitos dos quais 
haviam praticado antes apenas uma ou 
duas reconstrugdes de diafragma. Em 
alguns casos era a primeira reconstrucao 
do operador. 

5. A via toracica deve ser usada para 
reconstrucao de hernia do hiato esofagiano 
quando possivel, pois a taxa de recurrencia 
(18.2 por cento) é de cérca da metade 
daquela que se observou quando a via 
abdominal foi usada (33.3 por cento). 
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Evaluation of the Surgical Treatment of 
Congenital Pulmonary Stenosis” 


WILLIS J. POTTS, M.D., F.A.CS. 
CHICAGO 


of cyanosis due to congenital pul- 

monary stenosis can be satisfactorily 
accomplished by various surgical pro- 
cedures. Many patients have been op- 
erated on since Blalock and Taussig! 
reported their first successful operation 
about six years ago. During this time 
great progress has been made by cardi- 
ologists and roentgenologists in the ac- 
curate selection of patients suitable for 
operation. Surgeons have learned much 
about operative technic, and anesthesiolo- 
gists have progressed in the skill of keep- 
ing hypoxic patients alive during a 
hazardous operation. 

This paper is a discussion of clinical 
observations made during the past five 
years. 

Anesthesia—To pour ether out of a can 
to anesthetize a child for a simple her- 
niotomy is one thing; to anesthetize a 
deeply cyanotic child on the brink of 
death and to carry it successfully through 
a two-hour operation for congenital pul- 
monary stenosis is quite another. From 
our own observations and from the com- 
ments of many of our foreign visitors it 
is rapidly becoming recognized that expert 
induction of anesthesia by an adequately 
trained anesthesiologist is a sine qua non 
of the surgical treatment of congenital 
pulmonary stenosis. Emergencies often 
arise during operation which have to be 
met instantaneously and can be solved 
only by one who is thoroughly grounded 
in the basic physiologic principles of 
respiration and circulation. Nothing is 
so comforting to the surgeon when diffi- 


[: HAS been demonstrated that relief 


culties arise as to be able to stand by re- 
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laxed, in full confidence that the anesthesi- 
ologist is capable of solving his own prob- 
lems intelligently and adequately. 

Liberal preoperative doses of morphine 
balanced with atropine sulfate or sco- 
polamine hydrobromide (usually the lat- 
ter) are of value in quieting the child’s 
fears, in promoting smooth induction of 
anesthesia, in reducing the amount of the 
anesthetic agent required in lowering the 
metabolism, and, in my opinion, in lessen- 
ing cardiac arrhythmia. For example, a 
4-year-old child is given 14 to \» gr. of 
morphine and %oo gr. of scopolamine or 
atropine. I have discontinued the use of 
preoperative barbiturates because of their 
tendency to depress the respiratory 
mechanism. 

Multiple anesthetic agents confuse the 
anesthetist and make it difficult for him to 
evaluate the causes of difficulties. How 
can an anesthetist know what to do in an 
emergency when a patient is full of bar- 
biturates, morphine and atropine, is re- 
ceiving procaine in one vein and pentothal 
in another, is breathing oxygen, nitrous 
oxide and ether and gets a shot of curare? 
Dr. William O. McQuiston, our anes- 
thesiologist, uses ether, cyclopropane and 
oxygen during induction of anesthesia 
and usually eliminates the ether after 
intubation has been accomplished. The 
fewer the anesthetic agents the less the 
confusion in balancing one drug against 
another. 

Practically the only drug occasionally 
used during operation is atropine sulfate, 
given intravenously in doses of 1/1,000 
gr. to a small child to quicken the heart- 
beat. Curare has been used rarely and 
only for patients who, because of severe 
hypoxia, make gasping attempts at res- 
piration during the actual anastomosis. 
Time is important in performing the anas- 
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tomis, and it can be done more rapidly and 
accurately if the chest is quiet. It has 
been said that “curare can make any 
anesthetic look good.” Curare is still a 
poison. 

A professor of physiology said during 
one of his lectures to us junior students on 
the subject of anesthesia: “Remember, 
when you anesthetize a dog you half kill 
it.” A very sound remark. Every anes- 
thetic agent is toxic. The less anesthetic 
given the better. Complete relaxation is 
unnecessary during cardiac operations. 
Severely cyanotic patients are carried un- 
der anesthesia so light that at any time 
during the operation the child will close 
its fingers when the palm is stimulated. 

There has been considerable difference 
of opinion about the merits and dangers 
of completely controlled respiration. In 
approximately 500 operations for congeni- 
tal heart disease we have always had 
controlled respirations and have seen ab- 
solutely no ill effects. If the anesthetist 
has once “spoiled” a surgeon by giving 
him an absolutely quiet operative field, he 
will demand it thereafter. Surgical tech- 
nic can be infinitely better and far more 
rapid if the structures that are being 
sultured do not move with each inspira- 
tion. In my opinion oxygen want is less 
likely to occur during controlled than 
during spontaneous respirations. 

Temperature Control During Operation. 
—Patients with pulmonary stenosis retain 
a certain level of cyanosis regardless of 
the amount of oxygen that is poured into 
their lungs, for the simple reason that 
the blood flow is insufficient to pick up the 
necessary oxygen. Unfortunately, to date 
there is no way to supplement the intake 
of oxygen for long or even short periods. 
However, by cooling the patient one low- 
ers the metabolic rate and decreases the 
consumption of oxygen. It appears from 
repeated observations that cyanotic pa- 
tients tend to show a greater rise in tem- 
perature during operation than do nor- 
mally oxygenated patients. It is not 
uncommon during the period of induction 
of anesthesia and insertion of polyethy- 
lene tubing in the saphenous vein to have 
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the temperature rise to 101 or 102 F. Of 
course, when this happens the patient is 
consuming oxygen more rapidly than do 
patients whose temperature is normal or 
below. It is well known that with each 
degree of elevation in temperature 
(Fahrenheit) oxygen consumption is in- 
creased about 7 per cent. 

Approximately three years ago, con- 
fronted with an extremely cyanotic 4- 
month-old child in desperate condition, 
we decided to cool this child vigorously 
during the operation to test the idea of 
reducing its oxygen needs. No one on the 
staff believed that this child had a chance 
of surviving the operation. The child was 
surrounded with ice packs and the tem- 
perature reduced to 93 F. To our surprise 
and gratification, the child went through 
the operation without much trouble and 
made an uneventful postoperative recov- 
ery. So impressed were we with this good 
fortune that cooling during operation 
promptly became routine. Bigler and Mc- 
Quiston? have given a preliminary report 
on our early cases. We now routinely use 
their continuous temperature recording 
device with the thermocouple in the rec- 
tum. A rubber mattress (actually a large 
water bottle) with an inflow and an out- 
flow valve is placed on the operating 
table beneath the child. This mattress is 
covered with a double layer of sheeting. 
As soon as the patient is asleep, cold 
water is run into the mattress. If the 
child is very cyanotic, ice water is used. 
The moderately cyanotic child is kept at 
normal or nearly normal temperature 
throughout the operation. The danger- 
ously cyanotic child is promptly cooled to 
94 to 96 F. Immediately after anesthesia 
has been accomplished it is important to 
watch the downward curve of the tem- 
perature and discontinue the flow of ice 
water when the temperature is approxi- 
mately 1 degree F. above the level desired. 
As soon as the anastomosis is completed, 
warm water is run through the mattress 
if the temperature has been brought down 
well below normal. 

We have practically eliminated death 
from anoxia on the operating table since 
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we instituted this cooling system. In fact, 
we are so firmly convinced that the tem- 
peratures of all patients should be kept 
near normal during any operation that 
the water mattress and the temperature 
recording device are used routinely for all 
operations except brief procedures. 

May I suggest an experiment? Put a 
thermometer on the operating table some 
day between a couple of sandbags, cover 
with routine operating linens and turn 
on all the operating room lights. The 
mercury will soon go up to 105 F.—an 
uncomfortable atmosphere awake or 
asleep. Why subject the nonprotesting 
anesthetized patient to such a tempera- 
ture? 

Although the idea of cooling patients 
during operation is not new, it still is 
contrary to old traditions that demand 
a hot operating room so that the patient 
will not have pneumonia. In hot coun- 
tries where air-conditioned operating 
rooms are not available it seems to me 
that routine cooling is essential. In- 
cidentally, there have been no postopera- 
tive complications traceable to either 
minimal or vigorous cooling during opera- 
tion in more than 300 surgical interven- 
tions for congenital heart disease. 

Cardiac Arrest.—Cardiac arrest has 
been much discussed during recent years. 
The term is tossed about loosely; at times, 
perhaps, it is used as a graceful excuse for 
an unexplained death. Cardiac arrest dur- 
ing operation should be defined as sudden 
cessation of cardiac activity due to no 
demonstrable cause. Patients who have 
an inadequate exchange of gases during 
anesthesia, who aspirate blood, fluid se- 
cretions or vomitus during operation, or 
who receive lethal doses of anesthetic 
agents die not of cardiac arrest but of 
suffocation and poisoning. 

Persons with normal hearts and good 
general health do not die suddenly of 
cardiac arrest. Why should they die in 
this way under anesthesia so long as less 
than a minimal lethal dose of the anes- 
thetic agent is being given? If the aver- 
age patient who is cyanotic with con- 
genital pulmonary stenosis has normal 
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heart action from day to day, why should 
he not continue to have normal heart ac- 
tion during an operation so long as he 
has adequate exchange of gases and is not 
being poisoned by too much of too many 
anesthetic agents? To be sure, operations 
on the heart itself may cause arrhythmia 
and cardiac arrest, but in such instances 
there is a definite reason for their occur- 
rence. 

Sioan* has demonstrated in experimen- 
tal studies on dogs the importance of in- 
adequate oxygenation as a cause of car- 
diac arrest. We at the Children’s Me- 
morial Hospital firmly believe that the 
causes of cardiac arrest are, first and 
foremost, inadequate oxygenation, second, 
too much anesthesia, and third, a com- 
bination of the two. The anesthetized pa- 
tient requires as much oxygen as the wide- 
awake resting person. The anesthetized 
patient, however, is often so deeply asleep 
that he cannot make known his crying 
need for oxygen, and as he goes into car- 
diac arrest. 

I hesitate to write the following sen- 
tence and hope that it will not be re- 
gretted. In well over 600 operations for 
congenital heart disease and pulmonary 
pathologic conditions in children below 16 
years of age we have had but 1 question- 
able case of cardiac arrest. The patient 
was a 2-year-old child undergoing a 
transventricular operation for pulmonary 
stenosis with intact interventricular sep- 
tum. Why this good fortune? I do not 
know—certainly not because our surgical 
technic is different from that used else- 
where. I believe credit is to be given to 
the department of anesthesia, whose con- 
stant watchwords are “oxygen and more 
oxygen” and “light anesthesia.” In surgi- 
cal treatment of pulmonary stenosis we 
have had deaths on the operating table and 
shortly after the operation was completed. 
They were due to recognized but uncon- 
trollable hypoxia. The hearts stopped 
beating, but the patients did not die of 
cardiac arrest. 

Operative Procedures.—For the surgi- 
cal relief of congenital pulmonary stenosis 
Blalock and Taussig initiated the sacrifice 
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of a systemic vessel and the transplantation 
of its proximal end to a pulmonary artery. 
Potts, Smith and Gibson‘ have developed 
anastomosis of the aorta to a pulmonary 
artery; Brock® has advised removing the 
infundibular obstruction inside the right 
ventricle. Each operation has some merits. 
The subclavian artery may be sacrificed 
without danger, and its proximal end may 
be used to shunt blood to the lungs. Use 
of the carotid or the innominate artery 
is rarely, if ever, justifiable because of the 
real danger of hemiplegia. Aortic-pul- 
monary anastomosis may be used, espe- 
cially if the patient is an infant, because 
the subclavian artery at that age is too 
small to anastomose successfully and is 
apt to become thrombosed after the op- 
eration. There may be some advantage 
in aortic-pulmonary anastomisis in that the 
size of the opening is easily controllable. 
The Brock procedure of removing the in- 
fundibular stenosis with a rongeur for- 
ceps introduced through the wall of the 
right ventricle has not been generally ac- 
cepted by surgeons in the United States. 
If it were possible preoperatively to de- 
termine the exact extent of the infundi- 
bular stenosis and the degree of aortic 
overriding, selected patients might be 
treated by this method. So long as intra- 
cardiac surgery is blind as it is today, it 
is not an attractive idea to enter the heart 
surgically and nip out bits of tissue. 

A detailed pathologic study of 24 cases 
of the tetralogy of Fallot is now in prog- 
ress. A preliminary review of these cases 
shows that 7 of the patients had infundi- 
bular stenosis limited to the region just 
proximal to the origin of the pulmonary 
artery. These 7 patients might have been 
treated by simply thrusting a valvulotome 
through the constricted area. It would 
have been very difficult in the other 17 
patients to cut out accurately the offend- 
ing constriction. 

Brock® and Sellors‘ have introduced 
an important and extremely satisfactory 
method of dealing with pulmonary 
stenosis with intact interventricular sep- 
tum (so-called “isolated” or “pure” pul- 
monary stenosis). In this condition the 
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consequential pathologic change is limited 
to the pulmonary valve. Incision and dila- 
tation of this obstruction by a valvulotome 
introduced transventricularly yields spec- 
tacular results. Recently Potts and Riker*® 
described an expanding valvulotome and 
dilator which are satisfactory for this 
procedure and minimize the loss of blood. 

Our choice of surgical procedure (sub- 
ject to change without notice) for pa- 
tients with congenital pulmonary stenosis 
is as follows: If the patient has the typi- 
cal tetralogy of Fallot with the aorta 
descending on the left, the chest is entered 
through the left fourth interspace and an 
aortic-pulmonary anastomosis is done; if 
the arch descends on the right, the chest 
is likewise entered through the left fourth 
interspace and a_ subclavian-pulmonary 
anastomosis is done. Only when the pa- 
tient is an infant below approximately 1 
year of age, who has a right-sided aortic 
arch and who cannot live without surgical 
relief do we do an aortic-pulmonary anas- 
tomosis on the right side. With patients 
who have “isolated” pulmonary stenosis a 
left submammary approach is made, and 
the stenotic valve is incised with an ex- 
panding valvulotome and enlarged with 
a dilator introduced through the wall of 
the right ventricle. Occasionally, though 
the tetralogy of Fallot has been diagnosed 
preoperatively, isolated pulmonary steno- 
sis may be observed at operation. In 2 
such instances the stenotic pulmonary 
valve was incised satisfactorily by intro- 
ducing the valvulotome proximally 
through the pulmonary artery. When the 
opposite preoperative error was made and 
discovered at operation, the chest wall in- 
cision was extended laterally and either 
an aortic-pulmonary or a subclavian-pul- 
monary anastomosis satisfactorily accom- 
plished. 

Mortality—Any discussion of mortality 
is apt to be clouded by various methods of 
grouping and selecting cases. We have 
divided the patients operated on for the 
tetralogy of Fallot into two groups: those 
below 3 years of age, a total of 110, with 
25 deaths, or a mortality rate of 23 per 
cent; and those from 3 to 16 years of 
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age, a total of 160, with 4 deaths or a mor- 
tality of 2.5 per cent. 

Those patients in whose cases, for one 
reason or another, a shunt operation was 
impossible withstood the operation poorly 
—11 of 24 exploratory operations termi- 
nated fatally, a mortality rate of 45 per 
cent. One death has occurred among 15 
patients who have undergone valvulotomy 
for isolated pulmonary stenosis (see 
table). 


Operative Mortality Rate 


Ages of 
Patients on Whom 
Anastomosis was 


Performed Number Deaths Mortality % 

11 days to 3 yrs...... 110 25 23 
B00 16 160 4 2.5 

270 29 10.7 
Valvulotomy for pure 

pulmonary stenosis. .15 1 6.6 
Exploratory pro- 

24 11 45 

Grand total ....... 309 


It is at once apparent that the mortal- 
ity rate is high during the first two years 
of life. If the child can live to its third 
year the chances of its surviving opera- 
tion are about 97 per cent. 

In the choice of a surgical procedure 
the operative mortality must be taken into 
consideration. It is by no means claimed 
that a shunt operation is the procedure of 
choice. As a matter of fact, the shunt 
operation is a makeshift procedure, which 
in time will probably be replaced by one 
that not only relieves the cyanosis but cor- 
rects the basic pathologic condition in the 
heart. Until such an operation is perfected 
we have no choice but to use the opera- 
tions that relieve symptoms satisfactorily 
and allow a high percentage of children 
to walk out through the front door of the 
hospital. 

Results and Prognosis.—Results of the 
shunt operations for congenital pul- 
monary stenosis are subject to all man- 
ner of interpretation. The cyanotic, help- 
less child who can run and play after the 
operation represents to his parents a 
marvelous result. To the critical physician 
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the result is merely “satisfactory,” be- 
cause he realizes that the heart is being 
put under an added constant strain. How- 
ever, it is now five years since the first 
aortic-pulmonary anastomosis was _ per- 
formed, and the patient, a child 21 months 
old and completely helpless at the time, 
is now almost 7 years old, keeps up with 
the other children, goes to public school 
and prefers to walk rather than ride the 
mile up and back to school each day. Her 
heart became somewhat enlarged imme- 
diately after the operation but since then 
has maintained exactly the same cardi- 
othoracic ratio. This is true of other 
children who have been carefully followed 
by Drs. Gibson and Leininger and myself? 
for three to four years after operation. 

Speculations about life prognosis at 
present are futile. To anticipate a normal 
life span is ridiculous, but it is beginning 
to appear that these patients may marry, 
bear children, have fun and get into 
trouble like other people so long as they 
remember to protect their heart muscles 
as much as possible. I doubt that many 
will enjoy the pleasure of seeing their 
grandchildren. 

SUMMARY 


Congenital pulmonary stenosis and its 
surgical treatment are discussed, with 
emphasis on suitable anesthesia and con- 
trol of temperature. Cardiac arrest is 
also dealt with. 

The mortality rate of the condition is 
high in the first two years of life, but if a 
child lives into ,its third year the chance 
of survival after operation is 97 per cent. 
The prognosis as to the life span is inde- 
terminable at present. 


RESUME 


On discute de la sténose pulmonaire 
congénitale et de son t raitement chirur- 
gical. On appuie sur le genre d’anesthésie 
possible et du contrdéle de la température. 
On discute aussi de l’arrét cardiaque. Le 
taux de mortalité est élevé les 2 premiéres 
années de la vie; mais si l’enfant atteint 
3 ans, ses chances de survie aprés l’opér- 
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ation sont de 97%. Le prognostic de lon- 
gévité estindéterminable mais sirement 
pauvre. 


ZUSAM MENFASSUNG 


Es liegt eine Besprechung der ange- 
borenen Pulmonalstenose und ihrer chir- 
urgischen Behandlung vor. Auf ange- 
messene Narkose und auf Fieberkontrolle 
wird besonderer Nachdruck gelegt, und 
auch auf die Frage des Herzstillstands 
wird eingegangen. 

Die Sterblichkeitsziffer bei dieser Er- 
krankung ist hoch, sofern es sich um 
Kinder in den ersten zwei Lebensjahren 
handelt. Erreicht das Kind jedoch das 
dritte Lebensjahr, so steigt die Chance, 
die Operation zu ueberleben, auf 97%. 
Die Prognose hinsichtlich der Lebens- 
laenge ist unbestimmbar, aber offensicht- 
lich schlecht. 


Se discuten la estenosis pulmonar con- 
génita y su tratamiento quirtrgico, in- 
sistiéndose sobre la anestesia conveniente 
y el control de temperatura. Se insiste 
también sobre el paro cardiaco. 

El indice de mortalidad de este estado 
es alto en los primeros dos afios de vida, 
pero si un nifio llega a los tres la prob- 
abilidad de supervivencia postoperatoria 
es del 97%. El prondstico sobre el periodo 
de vida no es determinable y es evidente- 
mente escaso. 


SUMARIO 


A estenédse pulmonar congenita e seu 
tratamento cirurgico sdo discutidos, real- 
cando-se a importancia da anestesia ade- 
quada e o contréle da temperatura. A 
parada do carac&éo e tamben estudada. 

A taxa de mortalidade desta condig&o é 
alta nos primeiros 2 anos de vida mas 
se a crianca atinge o terceiro ano a chance 
de sobrevida apés a operacao é de 97 por 
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cento. A progndése quanto ao prolonga- 
mento da vida é indeterminiavel mas 
obviamente obscura. 


RIASSUNTO 


Discussione sulla stenosi polmonare con- 
genita e sua cura, con particolare riguardo 
all’anestesia pili adatta e al controllo della 
temperatura. Viene trattato anche l’ar- 
yesto cardiaco. 

Quest’affezione presenta una elevata 


‘mortalita nei primi due anni di vita, ma 


se il bambino riesce a raggiungere il 
terzo anno le sue probabilita di sopravvi- 
vere all’intervento sono del 97%. 

La prognosi sulla durata della vita non 
puo essere stabilita con sicurezza, ma é, 
naturalmente, cattiva. 
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Suction Surgical Treatment of Cataract 


in Children 
Visual Rehabilitation 


OTIS R. WOLFE, M.D., F.I.C.S., ann RUSSELL M. WOLFE, M.D., F.1.C.S. 


MARSHALLTOWN, IOWA 


OR many years, my associate sons 
Fina I had performed intracapsular 

operation for cataract, particularly 
the Barraquer technic, on adults with 
great satisfaction and the feeling that it 
produced nearly ideal end results. We 
were, however, much dissatisfied with the 
results obtained by recognized methods in 
the treatment of developmental, congen- 
ital, juvenile and traumatic cataracts, as 
well as those without a hard nucleus and 
not considered suitable for intracapsular 
extraction. We felt that the classic nee- 
dling operation, which left all or part of 
the cataract in the eye with the hope that 
it would be absorbed, was decidedly in- 
complete. 

The method employed by surgeons for 
juvenile or soft cataract has, for centuries, 
continued to be the “needling” operation. 
In spite of its inadequacy it is still em- 
ployed by many ocular surgeons. I sent a 
questionnaire to a large list of eye sur- 
geons asking their opinion of the per- 
manent good results, and nearly a hundred 
replied. A composite reply could be as fol- 
lows: “I know of no authentic statistics, 
but probably not more than 50 per cent 
get a good permanent result from need- 
lings.” 

Every experienced ophthalmologist en- 
counters a large number of cases of cata- 
ract in which a needling has been per- 
formed in childhood, and in which the 
lens debris and capsule later adhered to 
the iris, became sclerotic, and obstructed 


vision. Later in life the patients have | 
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little or no useful vision, and some may 
still have a partially absorbed cataract 
interfering with clearness of the media 
and useful vision. In a number of such 
patients, glaucoma or other pathologic 
conditions may develop, owing to the 
synechia or exudate blocking filtration. 
Some who first obtained fairly good vision 
later lose it because of this exudate block- 
ing filtration. 

Such patients have been denied retinal 
fixation and education in youth, and many 
have nystagmus as a result. The end re- 
sults have, therefore, been unfavorable in 
about 50 per cent, and when a surgeon 
advises a needling his patient should be 
informed of these factors. 

One of the best authors, Fuchs! (cited 
by Duane) has stated: “After the opera- 
tion for discission of the lens capsule, the 
aqueous enters the lens through the 
wound in the capsule and the lens swells 
up and is gradually absorbed in the man- 
ner described at length under the heal- 
ing of traumatic cataract. In fact, dis- 
cission is nothing but an imitation of the 
kind of injury of the capsule that accident 
so frequently produces.” 

“Discission is adapted for all soft 
cataracts, i.e., for those which are cap- 
able of complete resorption because they 
have as yet no hard nucleus. This is the 
case in children and in adolescents. Dis- 
cission may also be made in those cata- 
racts that still contain transparent por- 
tions of the lens substance, since these be- 
come opaque under the influence of the 
aqueous. The form of cataract most fre- 
quently requiring this treatment is per- 
inuclear cataract. Lastly, discission may 
also be employed for removing perfectly 
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Fig. 1—A, Wolfe double-barrel cataract suction instrument. This is available with openings of two 
different sizes, 2 and 3 mm. respectively. After discission of anterior capsule, fluid injected through 
smaller needle enables soft lens to be sucked out through larger barrel. B, keratome picks up con- 
junctiva as point carries it down to limbus. C, incision at limbus into anterior capsule. Point pierces 
ens capsule and is turned for further rupture of capsule and lens. Sheath-covered needle is used 
if lens is not sufficiently broken. D, sheathed knife needle point covered to protect iris while kera- 
tome incision is inserted. After it enters anterior chamber, assistant pulls back sheath and needle 
is used to incise anterior capsule in same manner as regular needle knife. E, cannula enters an- 
terior chamber to center. Suction begun; lens seen in process of evacuation. Fluid injected to main- 
tain normal depth of anterior chamber and keep lens debris in solution. F, schematic drawing to 
show position of suction cannula in anterior chamber and opaque lens material surrounding cannula 
tip before suction is started. 
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transparent lenses when it is a question of 
doing away with a high degree of myopia 
by operation.” 

“. . . In cases cited, discission may be 
the only operation done; i.e., after doing 
it we simply wait for a gradual resorption 
of the lens to take place. This usually re- 
quires some months and a repetition of 
the discission is often necessary.” 

These excerpts from Duane’s classic 
textbook on ophthalmology offer a fair 
estimate of the surgical procedure gen- 
erally used for children and young adults 
with cataract; in fact, for years it has 
been the universal method of dealing with 
all types of soft cataract. We contend that 
needling alone is an incomplete surgical 
procedure. With the method presently to 
be described, needling is rendered obso- 
lete. Our contention is based on about 350 
cases with only 4 wholly unfavorable sur- 
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gical results. In these 2 cases the result 
could be attributed to faulty technic. 

Our procedure is fully applicable in all 
types of cases mentioned by Duane; he- 
reditary and congenital cataract, the so- 
called juvenile type, the traumatic type, 
and the perinuclear (zonular) or lamellar 
type. It is also efficient for the removal 
of selected types of lenses associated with 
high myopia. It is applicable to the toxic 
types, such as those caused by dini- 
trophenol, in which lens degeneration and 
softening has taken place. In 1 patient 
with toxic cataract, aged 55, the lens was 
sufficiently soft to be extracted by the one- 
step procedure herein described. It is, 
therefore, obvious that the new technic 
has a wide field of application. 

I shall not discuss the causes or the 
diagnosis of the many types of cataract. 
I merely state that if the ordinary meth- 


Fig. 2.—A, discission of capsule and lens performed with curved needle. Same as classic needling 

technics. Instead of stopping here and waiting for natural absorption of lens, we suck it out (Fig. 

1, E and F’). B, schematic drawing of our needle technic (classic). C, type of suturing. One or two 

are placed after keratome incision, looped and laid away to be tied after suction has emptied an- 

terior chamber. D, sutures drawn and tied. Note clear round pupil immediately obtained, with no 
cataract remaining. 
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tween operations. Photograph taken two weeks after second operation. 
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Fig. 3.—A, L. A., aged 6. Both eyes operated on with local anesthesia, with interval of two weeks be- 


B, L. A. one year later. C, 


L. A. aged 18, wearing regular cataract glasses. 20/15 vision. Graduating from high school as honor 
student. D, L. A. wearing contact lenses. Participated in all sports; operated school’s motion picture 
apparatus. Perfect rehabilitation. 


ods of examination, and particularly the 
slit lamp, demonstrate that the lens is 
soft or semisoft, the method is applicable. 
Occasionally my associates and I have 
found opaque lenses which, to all purposes 
and to every known means of examina- 
tion, appeared soft yet had a firm or solid 
nucleus. This situation has been encoun- 


tered even in a very young child. In such 
instances the keratome opening described 
must be slightly enlarged and linear or 
forceps extraction combined with our 
technic. This, however, has not occurred 
in more than 3 or 4 of the entire number 
of operative cases and need not deter any 
surgeon from proceeding with the tech- 
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Fig. 4.—A, G. N., aged 9. Parathyroid cataract. Suction operation on both eyes. B, G. N. nine years 
later, with regular cataract glasses giving normal vision. Complete rehabilitation. C, G. N. wearing 
contact lenses. 20/15 vision. College student participating in all activities. 


nic when he is not certain whether there 
is a solid or a semisolid nucleus. 

Teale? demonstrated that aspiration 
was effective with many types of soft 
cataract, and our own® modification of 
his instrument, as well as one described 
by F. W. Dean,* was employed by us for 
some time until the new double-barreled 
instrument was perfected. The new one 
combines all the advantages of the other 
suction plus lavage, or hydraulic wash- 
ing. Other advantages will be pointed out 
later. The instrument (Fig. 1A) is very 
simple. It consists first of a doubie- 
barreled cannula, one barrel being the size 
of an ordinary hypodermic needle and 
the other about four or six times larger. 
It is made in two sizes. The cannulas are 
combined in one shank, the larger one 
leading back to a rubber tube and a mouth 
suction tip. Interposed between is a glass 
trap. Attached to the small-caliber needle 
is a small (14 ounce) soft rubber bulb 
containing the irrigating fluid. For babies 


or young children in whom the lens is 
definitely soft, the technic is as follows: 
With the patient under general anesthesia, 
a keratome incision is made about 2 mm. 
back of the limbus on the temporal side, 
preferably at 180 degrees or slightly be- 
low. The conjunctiva is carried up on the 
end of the keratome. (Fig. 1B). (Re- 
cently we have been doing more corneal 
incisions with one or two corneal sutures 
previously placed.) The keratome incision 
is carried into the well dilated pupil, 
where the keratome tip incises the capsule 
and penetrates the lens (Fig. 1C). The 
tip is moved back and forth, and if a nar- 
row keratome is used a good discission 
can be performed. Occasionally a needle 
that has a scabbard or sheath to protect 
it (Fig. 1D) when it is passing over the 
iris is used for further breaking of the 
lens. The double-barrelled cannula is then 
inserted through the keratome incision 
into the anterior chamber, care being 
taken to keep away from the posterior 


Fig. 5 (opposite)—A, three 6-month-old babies totally blind. Operation sucessfully employed. 

(Eighteen children under the age of 12 months have been operated on to prevent amblyopia.) B, 5 

children with congenital cataract after surgical treatment. C, 4 children and 2 young adults success- 
fully treated by operation. 
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6 months and a 38-year-old boy after operation for 
cataract. Normal vision obtained. 


surface of the cornea. Suction is then in- 
stituted and as much of the lens sub- 
stance as possible evacuated. Then, by 
gradual and gentle action, a continuous 
injection of warm saline fluid combined 
with suction action is maintained, the ob- 
jective being to keep the anterior cham- 
ber well filled with fluid while the suction 
is in progress. This not only protects the 
cornea and prevents it from collapsing 
but enables maximum suction to be at- 
tained. There is a certain amount of 
hydraulic action or lavage. Particles of 
lens can be demonstrated by means of the 
fluorescent action of the Hildreth lamp. 
These are seen in rotary circulation in the 
anterior chamber and on their way to 
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being drawn up into the suction cannula 
(Fig. 1, E and F). 

After the anterior chamber is emptied 
of lens substance, the pupil is free and 
appears black. The Hildreth lamp is again 
used to show whether all or most of the 
lens and capsule has been extracted. Also, 
with the aid of the ophthalmoscope, it is 
determined whether or not the posterior 
capsule is opaque. The majority of heredi- 
tary and congenital cataracts being per- 
inuclear, the posterior capsule is usually 
not involved, and surgical treatment of 
the posterior capsule is not necessary. In 
a certain percentage of cases it may later 
become opaque and require discission. 

If, however, the posterior capsule is 
opaque, a discission can be performed at 
the time. There is no advantage whatever 
in waiting. 

After we are quite certain that suffi- 
cient lens has been extracted, the cannula 
is withdrawn and at the same time the 
iris is smoothed out with the instrument. 
Occasionally it is incarcerated and has to 
be reposited with a spatula. The scleral 
and conjunctival stitches that were placed 
before the lens was aspirated are tied and 
an air bubble is injected. 

It is of some advantage to have the 
keratome incision begin in the conjunc- 
tiva, as it nestles around the suction tip 
and provides more efficient suction than 
when the incision is in the cornea. How- 
ever, if the pupil does not dilate, a kera- 
tome incision is made in the cornea with 
previously looped sutures and an iridec- 
tomy is performed. Should a solid nucleus 
be encountered at this time, as has been 
observed in a few instances, even in young 
children, the conjunctiva is elevated and 
the Wescott scissor used to enlarge the 
corneal incision, the solid portion of the 
lens being removed by forceps or spatula. 
If the posterior capsule is not opaque 
when examined by the Hildreth lamp and 
the ophthalmoscope, it is left intact. In 


after operation. Normal vision obtained. B, B. 


Fig. 7 (opposite).—A, 4-year-old girl with mother and aunt. Congenital cataract; 
F.., baby aged 6 months. Totally blind from congen- 


hotograph taken. 


ital cataract (total synechiae). Shown ten days after operation, wearing glasses. C, same child aged 


4. Good vision obtained. 


< 
© 
Fig. 6.—A, R. O., baby aged 5 months, totally 
blind (congenital cataract). Complete annular 
synechia. Iridectomy and suction operation at 
age of 7 months. B, same child shown with sister 
ten months later. Good vision. C, 2 babies aged 3 
: 614 
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about 25 per cent of the cases it may later 
be necessary to perform a _ discission, 
which is a very simple procedure. 

In the majority of cases, particularly 
those in which the patients are older 
children, a discission of the lens is per- 
formed several days in advance of the 
extraction (Fig. 2, A and B). This is the 
classic discission which allows the aqueous 
to infiltrate and soften the lens for sev- 
eral days. It is carefully watched under 
the slit lamp, and the tension is noted 
once or twice a day. If considerable pain 
or discomfort occurs, the suction proce- 
dure is immediately performed, as high 
tension frequently occurs from the rapid 
swelling of the lens substance, exactly as 
in any traumatic cataract. The instru- 
ment’s value in accidental cases of trau- 
matic cataract and ruptured lenses is 
easily demonstrated. The Hildreth lamp is 
very helpful in demonstrating the consis- 
tency and softening of the lens, especially 
when used in conjunction with the slit 
lamp. For toxic cataracts like the fre- 
quently encountered dinitrophenol type 
the new suction technic is ideal, even in 
adults. In all of our 21 cases of cataract 
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due to dinitrophenol, the lenses were com- 
paratively easy to soften and aspirate, 
even in patients 55 years of age. After 
the preliminary discission and an observa- 
tion period of a few days, there was no 
elevation of tension. The postoperative re- 
action is very slight, and it is not neces- 
sary to bandage the eyes for more than 
a day or two. 

Figure 2C demonstrates sutures placed 
before the suction evacuates the lens. The 
sutures are drawn tight to prevent pro- 
lapse of the iris, demonstrating a clear 
black pupil (Fig. 2D). Useful vision is 
obtained within a few days, as compared 
to the many months’ delay often encoun- 
tered when discission alone is performed. 
Retinal educational measures can be in- 
stituted early. These offer many distinct 
advantages that might well be elaborated 
upon. 

This technic is especially desirable for 
children and young persons who require 
surgical treatment for cataract and are 
apprehensive about the cosmetic result. 
Contact lenses are a boon to these aphakic 
patients. These will take care of the 
aphakic correction, obviating the use of 


Fig. 8.—A, 2 babies successfully operated on, shown with mothers and nurse. Right, 10 months old; 


left, 11 months old. Baby on left (from Florida) totally blind, with cataract and microphthalmos. 

Mother had same condition in left eye. B, same Florida baby two years later after successful opera- 

tion for cataract. Good vision in right eye. No function obtained in left because of retinal coloboma. 
Parents report child now does anything other children do, rides tricycle, etc. 
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Fig. 9.—A, M. P., 
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aged 4, one month after operation for congenital cataract. B, two years after 


operation; child doing normal school work. C, M. P. at time of graduation from high school. Com- 
plete rehabilitation. 


heavy lenses. The advantage is obvious. 

Cataracts removed by this new suction 
method cause the minimum amount of 
trauma. The resulting corneal scar is so 
small that it can scarcely be discerned. 
There is no disfigurement or elevation at 
the margin of the cornea. Consequently, 
a contact lens can be easily molded or 
fitted by any of the current methods. The 
technic also enables the contact lens to 
maintain better apposition to the cornea. 
All in all, it is the most desirable proce- 
due for the removal of cataracts in those 
patients who subsequently prefer to wear 
contact lenses. If the after-treatment is 
carried out thoroughly and consistently, 
and the pupil is kept thoroughly dilated, 
a round pupil will be obtained in prac- 
tically every case. This is important, not 
only from the cosmetic view but for re- 
storing the aphakic eye after a cataract 
operation as nearly as possible to the ideal 
—i.e., making a minor operation of what 
would otherwise be a major one. 

After children have been operated on, 
it is necessary to educate the retina. At 
first some children have no sense of orien- 
tation or direction and no fixation, but 
with exercise they are soon restored to 
normal retinal function. We believe our 


cases prove that when the lens is com- 
pletely removed, as it is with this tech- 
nique, attention, perception, fixation, pro- 
jection and fusion can be established 
early. Thus, patients presenting such de- 
fects as nystagmus will seldom be encoun- 
tered after operation, unless these condi- 
tions were already present. They fre- 
quently follow the old type of needling 
operation. Of course, if there is a patho- 
logic retina our ideal may not be obtained, 
but with the media cleared the retina can 
be stimulated. Our experience thus far 
warrants submitting the conclusion that 
if the media is entirely cleared, correc- 
tive glasses immediately fitted and retinal 
education immediately carried out, the eye 
is earlier restored to as nearly normal 
condition as is humanly possible. The re- 
tina can be educated in its normal way as 
soon as the refraction is performed. This 
is of great importance as the patients, 
especially children, are incapacitated for a 
very short time. 

Twelve years ago, L.A., a 6-year-old 
boy with congenital cataracts in both eyes, 
was successfully operated on with local 
anesthesia. He was badly handicapped in 
school, and it was thought that he might 
have to attend a school for visually re- 
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Fig. 10.—A, R. S., totally blind, aged 16. Newsboy from Chicago. Complicated congenital cataract. 
Left eye enucleated for tubercular iritis from thoracic involvement. Photograph taken two years after 


operation. Right cataract correction gave 20/100 vision. Patient wears 


rosthesis on left. B, R. S. 


with right contact lens, which he wears all day. 20/30 vision; holds down regular job. 


tarded children or for the blind. How- 
ever, after the suction surgical treatment, 
he attended regular school and was re- 
stored fully to a normal childhood. At 
present he is wearing contact lenses. He 
is an honor student, participates in all 
sports, and is not handicapped in any 
way. This boy was an unusually well- 
mannered child, and well trained by a 
sensible mother to meet the problems 
of life. (Two brothers have since been 
operated on). When the problem of sur- 
gical intervention came up he inadver- 
tently overheard us making arrangements 
for ether and asked how grown people had 


the work done. He was told that they had — 


the eye frozen. He said, “Well, I don’t 
like ether, having had a tonsil operation, 
and would like to have it done like grown 
people do.” By our exercising considerable 


suggestion, this child cooperated perfectly 
while the entire surgical procedure was 
performed on both eyes with local anes- 
thesia. He said he felt no pain whatever. 
Figure 3, a series of four pictures, illus- 
trates this case. 

The case is mentioned not only to 
demonstrate the rapid restoration of 
vision but to prove that the suction ex- 
traction is a minor procedure compared 
with a regular cataract extraction, which 
this child would undoubtedly have had to 


. endure in later life. It shows why we can 


say to any parent who has a child with 
congenital cataract, or any other type of 
soft cataract, that there is a tremendous 
advantage in not waiting to have the 
operation performed. This method is ideal 
while the lens is still soft and a minor 
operation can be performed rather than 
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the major one which would certainly be 
necessary later. 

Our aspiration surgical technic was em- 
ployed for another patient, a 9-year-old 
boy, blind from congenital cataract, with 
parathyroid deficiency. Surgical interven- 
tion and the administration of parathy- 
roid extract made a decided change in the 
child’s appearance and mental faculties. 
It was a most striking demonstration 
(Fig. 4). 

Figures 5 to 10 inclusive, with their 
legends, demonstrate further results with 
this method of treatment. 

The instrument recommended is also 
useful for aspiration of the lens substance 
after trauma, or for pus. At the same time 
aspiration is done, medicaments can be in- 
jected. It would seem to have considerable 
potential value in certain cases for direct 
instillation of medicaments into the an- 
terior chamber. 


CONCLUSIONS 


A double-barreled irrigating suction 
cannula method is presented for quick and 
easy removal of certain traumatic lenses 
and the lenses associated with high 
myopia and soft cataract. It makes a more 
complete surgical procedure. It creates 
very slight operative hyperemia or ‘reac- 
tion, making possible refraction and the 
fitting of glasses in greatly reduced time. 
The eye clears quickly, with little or no 
astigmatism. Orthoptic and retinal train- 
ing may be promptly instituted. It makes 
the surgical treatment of all types of soft 
cataract a minor instead of a major pro- 
cedure, with reduced hazards. It is the 
safest of all operations for cataract. Suc- 
cessful surgical results are estimated at 
98 per cent, as compared to 50 per cent 
for “needling”. 

Comments Appended One Year Later.— 
Eight cases presenting unusually difficult 
complications are briefly analyzed. There 
were 3 cases of infection and plastic iritis; 
1 patient recovered with a fair result, but 
in 2 the eyes were lost. One of these was 
treated early and may have owed its re- 
sult to faulty technic. There were 3 cases 
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in which the pupils were not kept dilated ; 
in 2 of these reoperation was later per- 
formed with iridectomy, with fairly good 
results. There were 2 patients with incar- 
cerated iris due to trauma and a ruptured 
wound occurring after they left our care. 
Iridectomy is preferred in the more 


‘complicated cases, especially if normal 


pupillary action is not present. In such 
cases the patients know beforehand that 
they are accepted for “salvage surgery.” 
Three cases of possible retrolental mem- 
branes (the patients were premature 
children) in which the ultimate results are 
not yet known, but which demonstrate im- 
proved visual function, are not included. 

Because of possible iris incarceration, 
a corneal keratome incision is now fa- 
vored, although the suction is not quite as 
efficient. 

After deduction of these 8 cases, the 
overall rate of successful results for the 
entire series is still 98 per cent. 


RESUME 


On fait la présentation d’une canule a 
deux canons irrigation succion pour éx- 
érese rapide et facile de cirstallin trauma- 
tisé ou de cristallin associé avec grande 
myopie ou cataracte molle. Cette canule 
fait l’opération chirurgicale compléte. Elle 
ne provoque que trés peu d’hyperhémie 
ou réaction opératoire et permet la réfrac- 
tion et l’adjustement des verres dans un 
temps trés réduit. L’oeil s’éclaire rapide- 
ment, avec pau ou pas d’astigmatisme. 
On peut entrainer rapidement la rétine 
et l’orthoptique. Le traitement chirurgi- 
cal de tous les genres de cataractes molles 
devient une intervention mineure de 
majeure qu’elle était et les risques sont 
diminués. C’est l’opération la plus sire 
pour la cataracte. Les succés se chiffrent 
a 98% comparativement a 50% avec 
laiguille. 


ZUSAM MENFASSUNG 


Es wird eine Methode beschrieben, die 
es gestattet, mit Hilfe einer doppellaeufi- 
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gen Spuel-und Saugkanuele gewisse trau- 
matisch erkrankte Linsen und Linsen in 
Faellen von hochgradiger Kurzsichtigkeit 
und mit weichem Katarakt schnell und 
leicht zu entfernen. Es handelt sich um 
ein vollstaendiges chirurgisches Verfahren, 
das nur eine geringe operative Hy- 
peraemie oder Reaktion hervorruft und 
die Frist bis zur Refraktionsbestimmung 
und zum Anpassen von Glaesern erheblich 
verkuerzt. Das Auge klaert sich schnell 
auf und zeigt nur geringen wenn ueber- 
haupt einen Astigmatismus. Augenmus- 
kel und Netzhautuebungen koennen so- 
fort begonnen werden. Die Methode 
macht die chirurgische Behandlung aller 
Formen des weichen Katarakts zu einem 
kleineren chirurgischen Eingriff mit ver- 
ringertem Risiko. Sie stellt die sicherste 
Form aller Kataraktoperationen dar. 
Erfolgreiche Resultate werden in schaet- 
ungsweise 98% der Faelle  erzielt, 
zungsweise 98% der Faelle_ erzielt, 
methode. 
RESUMEN 


Se presenta un método consistente en 
una canula con doble cafion de succién 
e irrigacién, para la pronta y facil 
remocio6n de ciertos cristalinos trauma- 
tizados y cristalinos asociados con gran 
miopia y catarata blanda. Constituye un 
procedimiento quirirgico completo. Pro- 
duce hiperemia o reaccién operatoria muy 
ligera, haciendo posible la refraccién y la 
adaptacion de lentes en tiempo muy corto. 
Claridad ocular rapida con poco o ningun 
astigmatismo. Puede instituirse pronto el 
adiestramiento ortéptico y retineano. Con- 
stituye el tratamiento quirtrgico de todos 
los tipos de catarata blanda en vez de un 
procedimiento mayor, con riesgos reduc- 
idos. Es la mas segura de todas las opera- 
ciones para catarata. Se estiman los re- 
sultados quirtrgicos como satisfactorios 


en el 98%, comparandolos con el 50% del 


“needling” (agujar). 


RIASSUNTO 


Viene presentato un metodo per I’as- 
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portazione rapida e facile di cristallini con 
lesioni traumatiche o associati a miopia 
grave e facomalacia, a mezzo di una 
cannula irrigatrice e aspiratrice a doppia 
via. Tale metodo, oltre a consentire una 
cura chirurgica completa, é@ assai poco 
traumatizzante, rende possibile la_re- 
frazione e l’adattamento agli occhiali in 
un tempo molto limitato, mentre gli occhi 
si rischiarano rapidamente senza o con 
scarso grado di astigmatismo. Inoltre si 
possono istituire rapidamente gli esercizi 
ortottici e retinici. Il metodo consente la 
cura chirurgica di ogni tipo di facoma- 
lacia con rischio assai ridotto ed é il piu 
sicuro fra tutti gli interventi per ca- 
taratta. Si ritiene che si possano ottenere 
il 98% di successi, di fronte al 50% che 
si ottengono con i metodi di scissione con 
ago. 
SUMARIO 


E’ apresentada uma canula de duplo 
cano para irrigacao e succéo como metodo 
para rapida e facil remocao de certos 
cristalinos traumaticos e de cristalinos 
associados com alta miopia e catarata 
mole. Isso compreende um processo cirur- 
gico compléto. Com ele se cria léve hypere- 
mia operatoria ou reacéo tornando pos- 
sivel a refracéo e o ajustamento de oculos 
em tempo enormemente reduzido. O olho 
limpa-se rapidamente, restando pouco ou 
nenhum astigmatismo. Treinamento ort6p- 
tico e retiniano podem ser prontamente 
instituidos. Com isso se transférma o 
tratamento cirurgico de todos os tipos de 
catarata méle em uma pequena, em vez 
de grande operacdéo, com reduzido risco. 
FE’ a mais segura de todas as operacdes 
para catarata. Resultados cirurgicos fa- 
voraveis sao estimados em 98 por cento, 
emquanto sao de 50 por cento para os 
processos de sutura. : 
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Echoes of the Past 


XIV. THE PHYSICIAN PRESIDENT OF THE UNITED STATES 


Many physicians played dignified and valuable roles in the establishment of 
colonial America. Since the days of the Declaration of Independence the honor 
roll of American history has been embellished by the names of medical men who 
surrendered their wealth, their liberties and their very lives for their country. Few 
realize, however, that America has honored the medical profession by electing a man 
of medicine to the Presidency. 

William Henry Harrison, the ninth president of the United States (1773-1841), 
was born in Virginia. He was the son of Benjamin Harrison, one of the signers of 
the Declaration of Independence. In due time he was apprenticed to his family 
physician for medical training, according to the custom of the times. His appren- 
ticeship completed, he began to practice the healing art; but, on the death of his 
father in 1792 he joined the army that Wayne was leading against the Indians of 
the Northwest. He held the rank of ensign in this army. His work was equally 
divided between medical care of the soldiers and an infantry line officer’s duties. 

Abandoning the army temporarily in 1798, he returned to medical practice. In 
1811 war clouds gathered again. Harrison became commander-in-chief of the 
American Army. Displaying great military ability, he defeated the Indians at the 
important battle of Tippecanoe. His duties as commander-in-chief eradicated all 
interest in medicine, from which he was promptly divorced forever. 

With the termination of the War of 1812 Harrison became interested in poli- 
tics. In 1824 he became a member of the United States Senate. Subsequently he 
went to Colombia as ambassador (1828). He was recalled in 1829 and passed 
several years in retirement as a clerk in a county court in Ohio. 

Since Harrison was an outstanding member of the Whig Party, the Whigs tried 
in vain to make him President in 1835 and succeeded in 1840. President William H. 
Harrison, physician, served in office for one month and died suddenly. He was 
succeeded by John Tyler. 

Although his term in office was short, the American medical profession has the 
pleasure of knowing that one of its members received the highest honor in the 
nation’s gift. 

—Bernard J. Ficarra. M.D., F.I.C.S. 
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Treatment of the Postsurgical Menopause 


by Implantation of Estradiol Pellets 


S. D. SOULE, M.D., F.A.CS. 
ST. LOUIS 


tom complex presenting many psy- 

chosomatic and endocrinologic com- 
ponents. It is not within the province of 
this paper to make an extensive review 
of the various factors that characterize 
the syndrome. Suffice it to say that the 
condition exists, is easily recognized, and 
when sufficiently disabling or annoying 
requires treatment. 

Since a natural balance of function 
exists among the glands of the en- 
docrine system, there is, normally, a slow 
readjustment of these relations during 
the normal spontaneous menopause. With 
induction of an artificial menopause, 
either by surgical extirpation of the 
ovaries or by irradiation, there occurs a 
sudden change in the secretory function 
of the remaining endocrine glands. Drips! 
discussed this imbalance and commented 
that when the menopause is induced ar- 
tificially the changes in activity of the 
other endocrine glands naturally are more 
abrupt than those accompanying spon- 
taneous menopause. The symptoms are 
more likely to be severe at the onset of 
such an acute menopause, especially if the 
woman has had no ovarian dysfunction 
previously. The symptoms of the meno- 
pause syndrome are dependent not only 
on endocrine imbalance but on the psycho- 
somatic reactions that result from glandu- 
lar physiologic changes. It is very difficult, 
therefore, to predict in any one case just 
how much disturbance the patient will 
encounter. 

MeNair,? in discussing personality 


[tom menopause syndrome is a symp- 
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changes associated with surgical and ra- 
diation castration, cited McLaren* who 
observed that where hysterectomy was 
performed, with preservation of ovarian 
tissue, on women at an average age of 
38, moderate to severe flushes developed in 
1.5 per cent. Of patients undergoing 
hysterectomy with bilateral oophorectomy 
at an average age of 45, 47 per cent com- 
plained of the same symptoms. McNair 
also cited the work of Heller and his asso- 
ciates,t who noted an increase in the level 
of urinary gonadotropin after oophorec- 
tomy. Of such patients 58 per cent showed 
a depression of urinary gonadotropins to 
menopause levels within six days after the 
operation, 86 per cent within ten days and 
100 per cent within one month. These 
surgeons also noted that the maximum 
degree of menopausal symptoms was 
reached in periods varying from twenty- 
seven to sixty-six days after the operation. 

Of the two ovarian hormones, estrogen 
is generally considered the more vital in 
relation to the other endocrine glands! 
and to treatment. Objectively, deficiency 
of estrogen can be discerned in a more or 
less quantitative fashion. Shorr® stated 
that the vaginal smear provides an index 
of the adequacy of estrogenic treatment. 
The conversion of the atrophic vaginal 
smear to full cornification expresses total 
estrogenic effect. Bennett and TeLinde,°® 
however, expressed the opinion that the 
vaginal smear is of no great clinical value 
as an indicator of the effectiveness of 
treatment. Perloff? stated that, although 
the vaginal smear may often be correlated 
with the symptomatic response to estro- 
gen therapy, many exceptions exist and it 
appears to have little value for routine 
use. When one considers both the en- 
docrinologic and the psychosomatic as- 
pects of the menopause syndrome one is 
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able to correlate such divergent opinions. 
It is not unusual to find a fully cornified 
smear associated with emotional or ner- 
vous symptoms of aggravated degree. Al- 
though it may not be an infallible guide, 
the general parallelism between changes 
in the vaginal smear and subjective im- 
provement is often used as an additional 
indicator as to whether or not the patient 
is estrogen-deficient and as one of the 
criteria of the adequacy of estrogen 
therapy. 

Therapy of the menopause is psycho- 
somatic, sedative and endocrinologic.® En- 
docrinologically the menopause may be 
considered to represent a primary defi- 
ciency of ovarian follicular activity. The 
principle of estrogen replacement therapy 
in the management of the menopause syn- 
drome is well established and sound.® The 
standard methods of drug administration, 
oral and injection, are not entirely satis- 
factory for all purposes. The frequency 


and the required regularity of treatment 
make it time-consuming and often lead to 
lapses in therapy. Subcutaneous implanta- 


tion of specially prepared pellets of estra- 
diol, the primary follicular hormone, seems 
to offer some advantages. Bishop,® in 
1938, reported the implantation of estrone 
in a woman, with relief of menopausal 
symptoms. Deanesly and Parkes’? re- 
ported the “effectiveness of crystalline 
gonadal hormones when administered by 
subcutaneous implantation of solid tablets 
of pure substance” to mice, rats, guinea 
pigs and rabbits. In subsequent obser- 
vations they concluded that implantation 
of estradiol pellets resulted in a constant 
and prolonged absorption closely approxi- 
mating natural secretion. Bennet, Bis- 
kind and Mark,!? in 1938, treated meno- 
pausal patients with subcutaneous estrone 
pellets, noting subjective relief of symp- 
toms within two weeks, which persisted 
for as long as fourteen and one-half 
weeks. Objectively, the urinary estrogen 
levels rose; the urinary gonadotropic hor- 
mone level was depressed, and prolonged 
stimulation of the vaginal mucosa oc- 
curred. MacBryde, Freedman, Loeffel 
and Allen! treated surgical castrates with 
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diethylstilbesterol pellet implants. They 
reported complete estrogenation of va- 
ginal smears in seven to ten days, with 
associated subjective improvement. Sal- 
mon, Walter and Geist!* implanted crys- 
tals of estradiol benzoate, and 18 of 19 
menopausal patients were relieved of hot 
flushes for three to five months. Okie® 
treated a series of patients with severe 
menopausal symptoms (the series in- 
cluded both natural and surgical meno- 
pauses) with implanted estradiol pellets. 
In all cases there was prompt relief of 
the menopausal symptoms, persisting for 
six to eleven months. Bennet and Te- 
Linde,* treating the menopause syndrome 
with estrogen implants, noted relief of 
symptoms for three to sixty-five weeks. 


Occasionally the benefit derived from 
pellet therapy is less than expected and 
the duration of benefit is much too short. 
Such results may be due to a process of 
encapsulation and limited absorption. 
Greenblatt!® expressed the opinion that 
implantation of estrogenic hormone pel- 
lets most nearly approaches the endogen- 
ous mechanism of hormone secretion. 

Having become satisfied that implanta- 
tion of estrogenic pellets is therapeutically 
practical and effective in the treatment of 
a menopausal syndrome, my interest was 
directed toward the control or elimina- 
tion of these symptoms, which occur so 
frequently and so promptly after surgical 
extirpation of the ovaries. In October 
1949, Perloff commented that “the im- 
plantation of a pellet (estrogen) in the 
woman at the time of panhysterectomy 
may possibly prevent the abrupt onset of 
menopausal symptoms.” 

In March 1949 I implanted two 25 mg. 
pellets of estradiol U.S.P. subcutaneously 
during the closure of a complete hysterec- 
tomy with extirpation of both ovaries. 
Since that time the procedure has been 
followed in 37 cases. In this paper I shall 
summarize the results in 25 cases in which 
the patients have been under careful ob- 
servation for periods varying from six 
months to two years. 

There were 23 white and 2 Negro pa- 
tients in the series. The age range was 
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from 34 to 51, with an average of 43.5. 

Indication for Operation.—The primary 
diagnoses in this series were myoma, in- 
flammatory disease, descensus, adenomy- 
osis, retrodisplacement of the uterus and 
ovarian cyst. In many of the patients 
more than one of these abnormalities was 
present, just as in many cases a multi- 
plicity of symptoms created the indication 
for operation. Cardinal symptoms includ- 
ed menorrhagia, metrorrhagia, low ab- 
dominal pain, pelvic pressure, irregular 
menses, dysuria, increasing size of tumor, 
dysmenorrhea, backache and occupational 
disability due to one or more of these 
complaints. Seven of the 25 women com- 
plained of flushes, nervous tension or 
headache prior to operation—symptoms 
that might be construed as those of the 
menopause syndrome. None of these pa- 
tients had ceased menstruating. Seven 
patients had undergone previous curet- 
tage. 

Type of Operation.—Twenty-four com- 
plete abdominal hysterectomies, with re- 
moval of both tubes and ovaries, and 1 
vaginal hysterectomy with removal of 
both tubes and ovaries comprise this 
series. 

Operative Procedure.—During routine 
closure of the abdominal wound, after the 
fascia had been closed, a “pocket” was 
made in the subcutaneous fat by jabbing 
a hemostat at right angles to the incision 
about 5 cm. and spreading the points. 
(The tissue in this region is quite avascu- 
lar, and troublesome bleeding does not 
occur.) Into this pocket were inserted two 
25-mg. pellets of estradiol U.S.P.* In 
cases of vaginal hysterectomy the pellets 
were implanted laterally under the vaginal 
membrane. In 1 case three pellets (75 
mg.) were implanted. An arbitrary dose 
of 50 mg. of estradiol was selected because 
pellets of such concentration had been 


used in therapy of the menopause. The | 


pocket was closed with an interrupted su- 
ture, or with the fat-approximating suture 
*Progynon Pellets (Schering Corporation) supplied 


through the courtesy of Dr. W. H. Stoner and Dr. Edward 
Henderson. 
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if this was being employed. Closure was 
then completed in the routine fashion. 

Observations.—No necrosis, extrusion, 
localized distress, discomfort or mass was 
noted. Aside from transient fullness of 
the breasts, there were no untoward side 
reactions. The most interesting observa- 
tion associated with this study was the 
subjective progress of the patients. Oc- 
casionally, within the first week after 
operation, there were transient hot 
flushes. These abated and were usually 
completely absent by the time the patient 
left the hospital. There has been practi- 
cally no need for sedation after their 
return home. During the months after 
operation the patients reported an excel- 
lent sense of well-being, much more satis- 
factory than is usually noted after this 
type of surgical therapy. 

With few exceptions, there has been no 
need for supplemental hormone adminis- 
tration or sedation. Of the 25 patients 
treated by implantation, 1 noted trouble- 
some flushes occurring within two months 
after operation but not requiring treat- 
ment until one year after operation. An- 
other experienced the same symptom after 
eighteen months, requiring treatment. 
Two patients have complained of nervous 
tension and 1 of occipital headache. One 
patient noted occasional cold sweats 
about eighteen months after operation. 
Only the first of these patients has been 
uncomfortable enough to require persist- 
ent treatment. 

As a control for this report another 
series of cases, in which the operation was 
performed but estradiol was not implant- 
ed, was analyzed. This control series 
represents the same time period and the 
preceding year. Treated by hysterectomy 
with preservation of ovarian tissue at an 
average age of 39 years, 18 per cent of 
the patients complained of flushes within 
three months after operation. Treated 
by hysterectomy with extirpation of both 
ovaries but without implantation of es- 
tradiol at an average age of 43, 85.5 per 
cent complained of flushes sufficiently 
severe to require treatment within one to 

six months. 
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COMMENT 


This paper is not concerned with the 
question of preservation of an ovary or 
ovaries at the time of surgical removal 
of the uterus. This matter is a question 
of the operating surgeon’s judgment in 
the individual case. The acute menopausal 
symptoms that do occur after surgical ex- 
tirpation of both ovaries are noted more 
often in women who have had no previous 
menopausal symptoms than in those of 
whom the opposite is true. The incidence 
of subjective complaints after such opera- 
tions is high. These may be extremely 
annoying and require frequent and pro- 
longed treatment by conventional methods. 


Review of the literature reveals that 
implantation of estrogens subcutaneously 
is a safe, simple and satisfactory proce- 
dure in treatment of the symptoms of a 
normal menopause. Subcutaneous im- 
plantation of estradiol, performed at the 
time of operation, is offered as a method 
that virtually eliminates the occurrence 
of the acute postsurgical menopausal 


syndrome. 


It is difficult to evaluate the apparent 
prolonged activity of the implanted pel- 


lets. As has been noted, various observ- 
ers report relief of symptoms in both nat- 
ural and surgical menopause for three to 
eleven months.'® In our series 96 per 
cent of the patients were symptom-free 
for at least six months and 92 per cent 
had no subjective complaints after eigh- 
teen months. This prolonged activity may 
be associated with slow absorption due to 
implantation in a bed of fat. The patient 
thus is tided over a prolonged transitional 
phase as with a well adjusted spontaneous 
menopause. The objective data on an 
active vaginal smear over extended peri- 
ods may be due also to such prolonged 
slow absorption. Additional studies will 
be undertaken for the purpose of explor- 
ing further this prolonged activity. In 
this series there was a general parallelism 
between the presence of some estrogen 
activity as determined by vaginal smear 
and the continued absence of acute meno- 
pausal symptoms. This relation is only 
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grossly qualitative and is of no value as an 
index to the need for treatment. De- 
Allénde and commented: “ .. . 
after complete castration .. . the vaginal 
picture does not exhibit such extreme de- 
grees of atrophy as may be encountered 
in other conditions. This fact suggests 
that the vaginal epithelium possesses a 
basal power of development which is in- 
dependent of the ovarian estrogenic hor- 
mones. ... The ovarian hormones exert 
their proliferative effect over and above 
this basal level.” 


PROTOCOLS 


CASE 1.—J. N., aged 49, white, married, 
para 3. Severe menorrhagia, multiple myoma; 
no preoperative menopausal symptoms. Oper- 
ation (complete abdominal hysterectomy, 
bilateral salpingo-oophorectomy) Mar. 9, 
1949; 50 mg. estradiol implanted. 

Postoperative course, subjective: no flushes, 
no emotional changes, no medication after 
one year. 

Postoperative course, objective: vaginal 
smear: *stimulation fair, 40 per cent corni- 
fication, fair estrogen stimulation. 

CASE 2.—M. J., aged 41, white, married, 
para 0. No presenting complaints; multiple 
myoma, extending from cul de sac to um- 
bilicus, discovered during routine examina- 
tion. Operation (complete abdominal hysterec- 
tomy, bilateral salpingo-oophorectomy) Apr. 
12, 1949; 50 mg. estradiol implanted. 

Postoperative course, subjective: no flushes, 
no emotional changes, more energy after one 
year; no flushes, some nervous tension at 
eighteen months. 

Postoperative course, objective: vaginal 
smear 4/15/50 (one year): stimulation poor, 
majority of cells precornified, cornification 
practically nil. Status: poor estrogen stimu- 
lation. 

CASE 3.—S. K., aged 49, white, married, 
para 2. Increasing menorrhagia, no preoper- 
ative menopausal symptoms, multiple myoma 
with degeneration. Operation (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) Apr. 19, 1949; 50 mg. estradiol 
implanted. 


*Vaginal smears stained with polychrome stain and read 
as “unknowns” in the Cytology Laboratory of the Depart- 
ment of Obstetrics and Gynecology, Washington University, 
School of Medicine. 
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Postoperative course, subjective: feels well, 
no flushes one year later. 

Postoperative course, objective: vaginal 
smear 1/12/50 (nine months): clean smear, 
with good epithelial desquamation, 10 per 
cent cornification, uncornified cells show evi- 
dence of estrogen stimulation, no cells from 
basal layers noted. Vaginal smear 4/11/50: 
epithelial desquamation scant, stimulation 
poor, cornification less than 5 per cent. 
Status: poor estrogen stimulation. 

CASE 4.—V. E., aged 38, white, married, 
para 0. Increasing menorrhagia and severe 
dysmenorrhea, multiple myoma, no preoper- 
ative menopausal symptoms. Operation (com- 
plete abdominal hysterectomy, bilateral sal- 
pingo-oophorectomy) May 11, 1949; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: excellent, 
no flushes, no emotional distress at twelve 
months. In January 1951 patient noted oc- 
casional cold sweat, not requiring treatment. 

Postoperative course, objective: vaginal 
smear 2/21/50: stimulation fair, with ap- 
proximately 40 per cent cornification. Status: 
fair estrogen stimulation. Vaginal smear 
5/26/50: increased stimulation, with about 
50 per cent cornification. Status: fair to good 
estrogen stimulation. 

Case 5.—E. L., aged 48, white, married, 
para 0, salesperson. Pelvic pressure, bladder 
pressure with dysuria, increasing menorrha- 
gia, no flushes, multiple myoma_ uterus, 
descensus 1 degree. Operation (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) May 18, 1949; 50 mg. estra- 
diol implanted. 

Postoperative course, subjective: feels well, 
working full schedule, no flushes, no medica- 
tions after one year. 

Postoperative course, objective: vaginal 
smear 5/25/50: stimulation fair with ap- 
proximately 30 to 40 per cent cornification, 
basal cells rare. Status: fair estrogen stim- 
ulation. 

CASE 6.—A. P., aged 45, white, married, 
para 2. Under observation for three years 
complaining of backache, premenstrual pain, 
severe nervous tension—worse premenstru- 
ally, meno-metrorrhagia. Operation for ade- 
nomyosis (complete abdominal hysterectomy, 


bilateral salpingo-oophorectomy) May 28, | 


1949; 50 mg. estradiol implanted. 

Postoperative course, subjective: nervous- 
ness persisted, no flushes. After eighteen 
months noted occasional flush, averaging pos- 
sibly once a day. 
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Postoperative course, objective: vaginal 
smear 4/4/50 (eleven months): stimulation 
fair with 30 per cent cornification, outer 
basal cells rare. Status: fair estrogen stimu- 
lation. 

This patient presents the multiplicity of 
complaints and the minimal (but definite) 
observations which often result in a con- 
tinuation of the preoperative syndrome. The 
result here was most gratifying. 

CASE 7.—B. H., aged 40, white, married, 
para 1, dancing teacher. Pelvic pressure, 
dysuria, marked nervous tension, no flushes. 
Operation for myoma uterus (complete ab- 
dominal hysterectomy, removal of remaining 
tube and ovary) June 1, 1949; 75 mg. estra- 
diol implanted. 

Postoperative course, subjective: after two 
years no flushes, well balanced, less nervous. 

Postoperative course, objective: preoper- 
ative vaginal smear: stimulation fair, with 
approximately 50 per cent cornification, basal 
cells rare. Vaginal smear 5/14/50 (nine 
months) : stimulation poor, cornification prac- 
tically nil, majority of cells outer basal. 
Status: menopausal changes. Vaginal smear 
5/23/50 (one year): increasing stimulation 
as compared to previous smears, cornification 
approximately 10 per cent. Status: menopausal 
changes. 

CASE 8.—V. M., aged 34, white, married, 
para 0. Pain in lower part of abdomen pain, 
pelvic inflammatory disease with disability, 
no flushes. Operation for papillary cysta- 
denoma; chronic salpingistis (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) July 14, 1949; 50 mg. estra- 
diol implanted. 

Postoperative course, subjective: no flushes, 
feels well at one year. No smears made. 

CASE 9.—A. J., aged 44, white, married, 
para 0. Menorrhagia, metrorrhagia, pressure 
symptoms. Under observation one year with 
progressive increase in symptoms and pro- 
gressive increase in size of uterus. Operation 
for myoma uterus (complete abdominal hys- 
terectomy, bilateral salpingo-oophorectomy ) 
Sept. 28, 1949; 50 mg. estradiol implanted. 
No preoperative menopausal symptoms. 

Postoperative course, subjective: flushes 
noted two months after operation, increased 
in severity so that therapy necessary after 
one year, with excellent response to estrogens. 
Patients will be treated by reimplantation of 
extradiol pellet. 

Postoperative course, objective: vaginal 
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smear 1/20/50 (four months): stimulation 
fair, with approximately 50 per cent corni- 
fication, cells either cornified or precorni- 
fied, with rare outer basal cell present. Status: 
fair estrogen stimulation. 

CASE 10.—G. M., aged 42, white, married, 
para 0. Menorrhagia, metrorrhagia, moderate 
flushes, 2 previous dilatations and curette- 
ments, myoma of uterus. Operation (complete 
abdominal hysterectomy, bilateral salpingo- 
oophorectomy) Nov. 5, 1949; 50 mg. estradiol 
implanted. 

Postoperative course, subjective: complete 
relief of flushes at eighteen months, some 
nervous tension. 

Postoperative course, objective: vaginal 
smear 4/11/50 (six months): stimulation 
poor, with no cornification, majority of cells 
outer basal, with some larger precornified cells 
(40). Status: poor estrogen stimulation. 

CASE 11.—B. C., aged 36, white, married, 
para 0. Abdominal pain, irregular menses 
both early and late, no preoperative meno- 
pausal symptoms, chronic bilateral hydro- 
salpinx, myoma uterus. Operation (complete 
abdominal hysterectomy, bilateral salpingo- 
oophorectomy) Dec. 14, 1949; 50 mg. estradiol 
implanted. 


Postoperative course, subjective: feels well, 
no flushes at eighteen months. 


Postoperative course, objective: vaginal 
smear 2/16/50 (two months): stimulation 
fair, with approximately 40 per cent corni- 
fication, outer basal cells rare. Status: fair 
estrogen stimulation. Vaginal smear 4/18/50 
(six months): decrease in estrogenic activity 
as compared with previous one, approximately 
15 per cent cornification, many precornified 
cells, basal cells more common than on pre- 
vious smear. Status: poor estrogen stimula- 
tion. 

CASE 12.—H. G., aged 41, white, married, 
para 2. Menorrhagia, metrorrhagia, moderate 
flushes, myoma of uterus. Operation (com- 
plete abdominal hysterectomy, bilateral sal- 
pingo-oophorectomy) Dec. 31, 1949; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: no flushes 
at twelve months. 

Postoperative course, objective: vaginal 
smear 2/21/50 (two months) ; increased corn- 
ification, approximately 65 per cent of cells 
cornified. Status: fair to good estrogen stim- 
ulation. 

CASE 13.—E. F., aged 47, white, married, 
para 2. Prolapse with disability, preoper- 
ative myalgia, arthralgia, occasional flushes. 
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Operation (vaginal hysterectomy, bilateral 
salpingo-oophorectomy) Jan. 9, 1950; 50 mg. 
estradiol implanted sub-vaginally. 

Postoperative course, subjective: feels well 
at six months, joints less stiff, no flushes. 

Postoperative course, objective: vaginal 
smear 2/25/50 (two months): stimulation 
fair, with about 20 per cent cornification, 
few basal cells present. Status: fair estrogen 
stimulation. 

CASE 14.—I. G., aged 48, white, married, 
para 1. Severe menometrorrhagia, 2 previous 
dilatations and curettements, no _ flushes. 
Operation for submucous myoma and retro- 
displacement (complete abdominal hysterec- 
tomy, bilateral salpingo-oophorectomy) Jan. 
17, 1950. 

Postoperative course, subjective: no flushes 
fourteen months after operation. 

Postoperative course, objective: vaginal 
smear 2/16/50 (one month): stimulation 
fair, with approximately 25 per cent corni- 
fication. Status: fair estrogen stimulation. 
Vaginal smear 3/16/50 (two months) : stimu- 
lation better than in previous smear, cells 
much larger, cornification approximately 40 
per cent. Status: fair to good estrogen stim- 
ulation. 

CASE 15.—B. S., aged 37, white, married, 
para 1. Severe menorrhagia, no preoperative 
menopausal symptoms, metrorrhagia with no 
response to androgen therapy, no flushes, pre- 
vious dilatation and curettement, right sal- 
pingo-oophorectomy, 1932. Operation for 
myoma, removal of remaining tube and ovary 
(complete abdominal hysterectomy, left sal- 
pingo-oophorectomy) Jan. 5, 1950; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: no flushes 
at fifteen months. 

Postoperative course, objective: preoper- 
ative vaginal smear: fair stimulation, corni- 
fication 20 per cent. Status: fair to poor 
estrogen stimulation. Vaginal smear 2/18/50 
(one month): excellent estrogenic activity, 
practically 100 per cent cornification of cells. 
Status: excellent estrogen stimulation. Vagi- 
nal smear 11/14/50 (ten months): fair stim- 
ulation, with about 60 per cent cornification. 
Status: fair estrogen stimulation. 

CASE 16.—G. I., aged 38, negress, married, 
para. 2. Low abdominal pain, menorrhagia, 
previous cesarean, no flushes. Operation for 
multiple myoma (complete abdominal hys- 
terectomy, bilateral salpingo-oophorectomy ) 
Mar. 22, 1950; 50 mg. estradiol implanted. 
Postoperative course, subjective: no flushes 
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at nine months. No smears. 

CASE 17.—R. G., aged 44, white, married, 
para. 2. Abdominal pain, menorrhagia, pre- 
vious dilatation and curettement, moderate 
nervous tension, no flushes. Operation for 
subinvolution of uterus, polyp uterus (com- 
plete abdominal hysterectomy, bilateral sal- 
pingo-oophorectomy) Apr. 12, 1950; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: no flushes 
after one year, rather persistent occipatal 
headache. No smears. 

CASE 18.—O. G., aged 43, negress, married, 
para. 0. Severe menometrorrhagia, no flushes. 
Operation for multiple myoma (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) Apr. 5, 1950; 50 mg. estradiol 
implanted. 

Postoperative course, subjective: no flushes 
after one year; teaching school regularly. 

Postoperative course, objective: vaginal 
smear 5/29/50 (one year): stimulation good, 
with 70 per cent cornification. Status: good 
estrogen stimulation. 

CASE 19.—A. S., aged 45, white, married, 
para. 3. Severe menorrhagia, with enlarged 
myomatous uterus, no flushes preoperatively. 
Operation for myoma uterus (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) Oct. 25, 1950; 50 mg. estradiol 
implanted. 

CASE 20.—A. F., aged 36, white, married, 
para. 2. Operation 1939 (salpingectomy for 
chronic hydrosalpinx), dilatation and curette- 
ment, 1947, for menorrhagia, persistent severe 
menorrhagia, with marked disability due to 
moderate descensus and_ subinvolution of 
uterus, nervous tension, no flushes. Operation 
(complete abdominal hysterectomy, right sal- 
pingo-oophorectomy) Nov. 138, 1950; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: no flushes 
no tension six months after operative. No 
smears. 

CASE 21.—P. L., aged 49, white, married, 
para. 2. Menometrorrhagia, increasing in 
severity associated with enlarged nodular 
uterus, no flushes. Operation (complete ab- 
dominal hysterectomy, bilateral salpingo- 
oophorectomy) Nov. 20, 1950; 50 mg. estradiol 
implanted. 

Postoperative course, subjective: no flushes 
after one year. No smears. 

CASE 22.—F. S., aged 44, white, married, 
para. 1. Pain in lower part of abdomen, 
nervous tension, menometrorrhagia, dilata- 
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tion and curettement, with persistent, irregu- 
lar and profuse menses, no flushes. Operation 
(complete abdominal hysterectomy, bilateral 
salpingo-oophorectomy) Nov. 22, 1950; 50 
mg. estradiol implanted. 

Postoperative course, subjective: no flushes 
one year after operation. No smears. 

CASE 23.—G. W., aged 49, white, married, 
para. 2. Recurrent profuse bleeding at menses, 
with irregular spotting between periods. Pre- 
vious dilatation and curettement, without re- 
lief, androgen therapy, without relief, no 
flushes. Operation for subinvolution of uterus 
(complete abdominal hysterectomy, bilateral 
salpingo-oophorectomy) Dec. 5, 1950; 50 mg. 
estradiol implanted. 

Postoperative course, subjective: no flushes 
after six months. No smears. 


SUMMARY AND CONCLUSIONS 


1. A series of 25 cases is reported, in 
which the patients were treated with 
estradiol pellets implanted at the time of 
operation. 

2. Implantation of the pellets is a sim- 
ple procedure. 

3. No untoward effects have been 
noted. 

4. Implantation of estradiol pellets of- 
fers a means of prolonged and continu- 
ous therapy. 

5. In 96 per cent of this series the pa- 
tients were subjectively free of meno- 
pausal symptoms for at least six months 
after the operation, and 92 per cent were 
symptom-free from eighteen months after 
the operation. 

6. The selected dose in this series was 
50 mg. of estradiol U.S.P. 

7. The vaginal smear has been of no 
value as an index to therapy. 


RESUME ET CONCLUSIONS 


1. On rapporte une série de 25 cas, a 
qui on implanta des cristaux d’oestradiol 
au moment de |’opération. 

2. C’est une chose trés simple 4a faire. 

3. On a constaté aucune complication. 

4. C’est un moyen de pratiquer une 
thérapeutique prolongée et continuelle a 


oestradiol. 
5. Dans 96% des cas de cette série les 
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patientes n’eurent pas de symptomes sub- 
jectifs de ménopause pour au moins 6 
mois aprés l’opération. Dans 92% des cas 
cette absence de symptOmes de méno- 
pause se prolongea jusqu’a 18 mois. 

6. La dose choisie était de 50mgm 
d’oestradiol u.s.p. 

7. Le frottis vaginal n’a eu aucune 
valeur comme index thérapeutique. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Es wird ueber eine Reihe von 25 
Kranken berichtet, an denen zur Zeit der 
Operation eine Einpflanzung von Estra- 
diolpillen vorgenommen wurde. 

2. Die Einpflanzung der Pillen ist ein 
einfaches Verfahren. 

3. Keine unangenehmen Nebenwirkun- 
gen wurden beobachtet. 

4. Die Einpflanzung von Estradiolpil- 
len stellt eine Form lang anhaltender steti- 
ger Behandlung dar. 

5. 96% der Kranken dieser Reihe 
waren nach der Operation mindestens 6 
Monate lang subjektiv frei von klimakte- 
rischen Beschwerden, und 92% zeigten 18 
Monate lang keinerlei Symptome. 

6. Die in diesen Faellen gewaehlte 
Dosis betrug 15 mg Estradiol (United 
States Pharmacopoeia). 

7. Der Vaginalabstrich hat sich zur 
Indikationsstellung fuer die Behandlung 
als wertlos erwiesen. 


RESUMEN Y CONCLUSIONES 


1. Se comunica una serie de 25 casos 
de pacientes tratadas con la implantaci6n 
de pellets de estradiol al ser operadas. 

2. La implantacién de pellets es un 
procedimiento sencillo. 

3. No se observ6 dingun efecto desa- 
gradable. 

4. La implantacién de pellets con- 
stituye una terapéutica continua y pro- 
longada. 

5. E1]96% de las pacientes de esta serie 
se encontraron subjetivamente libres de 
sintomas menopausicos durante 6 meses 
cuando menos y el 92% lo estuvieron 18 
meses después de la operacioén. 
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6. La dosis empleada en esta serie fué 
de 50 mg. de estradiol (F.E.U.). 

7. El flujo vaginal no tuvo valor como 
indice terapéutico. 


SUMARIO E CONCLUSOES 


1. E’ relatada uma serie de 25 casos na 
qual os pacientes foram tratados com 
graos de estradiol implantados ao tempo 
da operacao. 

2. A implantacéo dos graos é¢€ um 
processo simples. 

3. E’feitos desagradaveis nao foram 
observados. 

4. A implantacao de estradiol (graos) 
oferece um meio de terapeutica continua 
e prolongada. 

5. Em 96 por cento desta serie os 
pacientes foram subjectivamente liver- 
tados de sintomas de menopausa pelo 
menos por 6 meses apos a operacao e 92 
por cento permaneceram livres de sintom- 
as até dezaito mezes depois da mesma. 

6. A dose selecionada nesta serie foi 
de 50 mg. de estradiol U.S.P. 

7. O esfregaco vaginal nao tem tido 
utilidada alguma como indice para tera- 
peutica. 

CONCLUSIONI RIASSUNTIVE 


1. Si riferisce su una serie di 25 casi 
nei quali le pazienti furono sottoposte all’ 
impianto di compresse di estradiolo al 
momento dell’intervento. 

2. L’impianto é molto semplice. 

3. Non da luogo ad effetti sfavorevoli. 

4. Rappresenta un mezzo per continu- 
are e prolungare la cura. 

5. Nel 96% dei casi trattati non com- 
parvero segni di menopausa per 6 mesi 
dopo l’intevento, e nel 92% per 18 mesi. 

6. Si uso una dose di 50 mg. di estra- 
diolo U.S.P. 

7. Gli strisci vaginali non consentono 
giudizi sull’efficacia di tale cura. 
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Carcinoma of the Pancreas 
with Roentgen Pattern of Nontropical Sprue 
Report of a Case 
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creas are extremely difficult to diag- 

nose. Islet cell tumors, by virtue of 
their insulin-secreting potentialities, can 
readily be diagnosed because of their ef- 
fect on carbohydrate metabolism. Small 
malignant lesions of the body of the pan- 
creas, however, produce no secretion cap- 
able of causing a clinically detectable 
alteration in the body metabolism. It is 
lesions of this type that seem so hopeless, 
because generally before a correct diag- 
nosis is made metastasis has occurred. 
Since the lesion is located in the body of 
the pancreas, biliary obstructive signs do 
not appear. 

This report is unusual because intract- 
able diarrhea was the only presenting 
problem and because the roentgen picture 
was typical of nontropical sprue. Because 
of this association all internists agreed 
that the diagnosis had been established. 

Buckstein! has pointed out that the 
typical pathologic picture of nontropical 
sprue may at times appear with carci- 
noma of the body of the pancreas.’ Broad- 
bent and Kerman,? in a recent review of 
100 cases of carcinoma of the pancreas, 
pointed out that compression, distortion, 
irregularity, rigidity and constant filling 
defects are the most common roentgeno- 
logic diagnostic observations suggesting 
carcinoma of the pancreas. Displacement 
of associated anatomic structures and, at 
times, a roentgen picture almost identical 
with that of gastric carcinoma are noted. 
Widening of the duodenal loop is not un- 
usual, and at times a defect appears in 
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the medial border of the descending 
duodenum. 

The case ‘here reported is an excellent 
example of the type of case described by 
Buckstein as presenting all the pathog- 
nomonic roentgen signs of nontropical 
sprue. In addition, during the operation 
there developed a cardiac arrest from 
which the patient recovered as a result 
of cardiac massage, only to die eighteen 
hours later. Autopsy revealed a complete 
coronary occlusion with fresh extensive 
infarction. 

REPORT OF CASE 


M. M., a white woman aged 50, was ad- 
mitted to the North Detroit General Hospital 
on Dec. 22, 1950, complaining of epigastric 
distress, nausea and vomiting. She had noted 
the onset of precordial distress three years 
previously, describing it as “heartburn” after 
meals, with occasional vomiting. Despite 
medical treatment the distress became pro- 
gressively worse with the passage of time. 
For the month prior to admission this “heart- 
burn” had become persistent, occurring after 
each meal and only temporarily relieved by 
alkali. There was no blood in the vomitus at 
any time. For the past year the bowel move- 
ments had been watery and had occurred four 
times a day. She had lost 25 pounds 11.3 Kg. 
during the past six months. 

The patient had had the usual childhood 
diseases and had undergone a pelvic opera- 
tion of unknown type. The menopause had 
taken place fifteen years before, and there 
had been no bleeding since. The patient had 
two children living and well. There was no 
history of cancer or tuberculosis in the family. 

Physical examination revealed the patient 
to be well developed. There was evidence of 
marked loss in weight, the skin being ex- 
tremely loose. The temperature was 98.6 F., 
the pulse rate 84 and the respiratory rate 20. 
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Fig. 1.—Photomicrograph showing segmentation, ironing out of contour of 


Examination of the head showed normal 
eyes, nose and mouth. No glands were palp- 
able in the neck. 

There were no cardiac murmurs. The pulse 
rate was 80 and the rhythm normal. The blood 
pressure in millimeters of mercury was 110 
systolic and 70 diastolic. The lungs were nor- 
mal. The liver and spleen were not palpable. 
The pelvis and extremities were normal. 

Examination of the small bowel was per- 
formed on Jan. 5, 1951, both fluoroscopically 
and roentgenographically. Films were ob- 
tained at half-hour intervals. The patient was 
observed over a period of about four hours, 
after which time it was impracticable for 


her to remain in the department and the | 


barium had still failed to reach the cecum. 
This is interpreted as indicating a definite 
delay in the movement of the barium from 
the gastroduodenal area to the cecum. We 
noted a corroboration of our previous observa- 


loop, areas of unusual dilatation and areas of abnormal mucosal relief. 


tions, as the first unusual features are the 
somewhat exaggerated mucosal folds in the 
first part of the jejunum. From here we ob- 
served a progression into the ileum and the 
lower portion of the jejunum in the left side 
of the abdomen. In this area the mucosal 
pattern was not normal. There was also a 
tendency toward so-called flocculation of the 
barium in temporarily dilated portions of the 
small bowel. These observations, that is, loss 
of the normal mucosal pattern and a tend- 
ency toward puddling of the barium in por- 
tions of the bowel in this area, in association 
with the increased time required for the 
barium to pass through the small bowel to 
the cecum, are often associated with non- 
tropical sprue. 

The conclusion was that there existed a 
rather marked disturbance in function of the 
portion of the small bowel adjacent to the 
jejunum. There was also an exaggeration of 
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Fig. 2.—Histopathologic appearance of adenocarcinoma of the pancreas. 


the jejunal folds, and initially we observed 
a so-called flocculation of the barium. These 
data, associated with other features, led us 
to the opinion that the patient probably had 
a form of nontropical sprue (Dr. McDonald, 
roentgenologist) . 

A barium enema revealed no pathologic 


change in the large bowel except a few 
diverticula of the pelvic portion of the colon. 
The last 8 inches (20 cm.) of the teminal 
portion of the ileum was filled refluxly, but 
no disease was observed. 

The electrocardiogram showed a normal 
curve. The value for serum amylase was 75 
mm. A dextrose tolerance test revealed a 
fasting value of 109, with a trace of sugar 
in the urine. At one hour the first-mentioned 
value was 290 and the urine reaction 4 plus. 
At two hours the values were 200 and 4 plus 
respectively. At three hours both had receded 
to 155 and 1 plus respectively. The urine 
was yellow and slightly cloudy, with an acid 


reaction. There was a trace of albumin but 
no sugar. The sediment revealed many white 
blood cells. There were no ova and no para- 
sites in the stools. The Gmelin test for un- 
changed bile gave negative results; the test 
for changed bile, positive results. 

The value for blood calcium was 11.6 mg. 
The erythrocyte count was 5,250,000 per cubic 
millimeter of blood, with 15.1 Gm. of hemo- 
globin. The leukocyte count was 8,500, with 
87 per cent polymorphonuclears and 13 per 
cent lymphocytes. 

The patient was given injections of crude 
liver and a bland, high vitamin diet. She 
showed a decided improvement under this re- 
gime. She was discharged on January 8 
greatly improved, although the diarrhea had 
not completely subsided. 

She was readmitted on February 5, com- 
plaining chiefly of diarrhea. She had con- 
tinued to improve for one week after her dis- 
charge and had gained 8 pounds (3.6 Kg.). 
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After that, the diarrhea began again, so that 
for a week she had had seven bowel move- 
ments a day. The stools were liquid and 
greenish. No mucus or blood was observed. 

The temperature was 98.6 F., the pulse rate 
80 and the respiratory rate 20. Examination 
revealed no abnormalities other than those 
noted at the previous admission. The Kahn 
reaction was negative. The fasting value for 
blood sugar was 105. The erythrocyte count 
was 3,610,000 per cubic millimeter of blood, 
with 69 per cent hemoglobin; the leukocyte 
count 3,750, with 69 per cent polymorphonu- 
clears and 31 per cent lymphocytes. The urine 
was normal. 

Injections of liver and a high vitamin diet 
were again instituted, and again the patient 
showed marked improvement. She was dis- 
charged February 11. 

Her second readmission took place on March 
3, the chief complaint being diarrhea. After 
her second discharge from the hospital she 
had felt much better; the diarrhea had de- 
creased to two or three bowel movements a 
day. This period of well-being was short; one 
week later the diarrhea returned, accompanied 
by nausea and vomiting, and she was admitted 
to the hospital for the third time. 

The temperature and pulse rate were nor- 
mal. There was evidence of considerable 
weight loss but no apparent discomfort. 
Examination showed no change from the con- 
ditions previously observed. 

The Mantoux test gave a negative result. 
The cholesterol level was 235 mg. The value 
for total protein was 7.1 Gm. per hundred 
cubic centimeters, with 4.4 Gm. of albumin 
and 2.7 Gm. of globulin. The value for blood 
chlorides was 463 mmg. Culture of the stool 
revealed a growth of  paracolon bacilli 
(Escherichia coli) and Streptococcus faecalis. 
The red blood cell count was 3,940,000 per 
cubic millimeter, with 11.7 Gm. of hemo- 
globin; the differential leukocyte count showed 
87 per cent polymorphonuclears and 12 per 
cent lymphocytes. The basal metabolic rate 
was plus 37 per cent. The value for serum 
lipsae was 0.8 ce. The results of the Widal 
test were negative. Agglutination for typhoid, 
paratyphoid and Malta fever also gave nega- 
tive results. 

The dextrose tolerance test revealed a fast- 


ing value of 153, and there was a trace of 


sugar in the urine. At one hour these values 
were 300 and 3 plus respectively; at two 
hours, 275 and 2 plus, and at three hours, 
235 and 1 plus. Gastric analysis revealed a 
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fasting value of 0 for free and 16 for total 
hydrochloric acid. At fifteen minutes these 
values were 0 and 3 respectively, the same 
levels being observed again at thirty minutes. 
At forty-five minutes and again at sixty 
minutes these values were 0 and 6 respec- 
tively. 

Despite a high caloric, high vitamin diet 
and injections of crude liver supplemented 
by nicotinamide, the patient showed a slowly 
progressive deterioration. On March 3, it was 
decided that exploratory laparotomy was in- 
dicated. A presumptive diagnosis of pan- 
creatic lesion, possibly a small cyst or carci- 
noma, was made. 

On March 26 the patient was taken to the 
operating room. General anesthesia was in- 
duced with nitrous oxide etheroxygen, and 
the abdomen was opened. When the peritoneal 
cavity was entered, the gastrocolic omentum 
was opened, exposing a cystic tumor in the 
pancreas at the junction of the middle and 
distal thirds. During dissection of this cystic 
tumor, the cardiac arrest suddenly developed. 
Cardiac massage (transdiaphragmatic) 
sulted in restoration of the heartbeat. Be- 
cause of the condition of the patient, the 


showing thrombus 


Fig. 3.—Coronary artery, 
firmly attached. 
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dome of the cyst was removed and a soft 
rubber drain placed within the cyst cavity. 
The abdomen was closed. The patient was re- 
turned to her room in fair condition. The 
next day acute pulmonary edema suddenly 
developed, and the patient died. At autopsy 
the cystic tumor of the pancreas was found 
to be an adenocarcinoma. The tumor was 4 
inches (10 cm.) in diameter at its base and 
was cystic on its anterior surface. The an- 
terior cyst wall had been removed at oper- 
ation and a drain inserted into the cyst 
cavity. Examination of the heart showed 
marked coronary atheromatous changes. The 
coronary arteries were both so much narrowed 
that only a hair-sized lumen remained. A re- 
cent large infarct was observed on the anter- 
ior wall of the heart. 

Examination of other organs showed no 
pathologic change. The diagnosis was recent 
massive coronary occlusion with infarction 


and adenocarcinoma of the pancreas. (Dr. 
Frita). 


SUMMARY AND CONCLUSIONS 


This case demonstrates well the diffi- 
culties in diagnosis when the patient has a 
small malignant lesion of the body of the 
pancreas. The clinical and roentgen 
manifestations were those of nontropical 
sprue. Diarrhea was the most persistent 
and most troublesome symptom. 

It would seem wise to resort to 
exploratory laparotomy in any such case 
in which an erroneous roentgen diagnosis 
has been made and appropriate therapy 
given without result. This is indicated 
particularly when the roentgenologist re- 
ports an identical picture uncommonly as- 
sociated with carcinoma of the body of 
the pancreas. 

The following conclusions are drawn: 
1. Carcinoma of the body of the pancreas 
may produce a clinical and roentgen pic- 
ture of nontropical sprue. 2. Coronary 
occlusion may cause cardiac arrest and 
result in death despite restoration of the 
heartbeat by cardiac massage. 


RESUME ET CONCLUSIONS 


Le cas ici rapporté illustre bien les 
difficultés de poser le diagnostic de tumeur 
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méme du corps du pancréas. Les signes 
cliniques et radiologiques étaient ceux de 
Vaphte non tropicale. Le symptéme le plus 
ennuyeux et le plus tenace étant la 
diarrhée. Tous les efforts pour l’enrayer 
furent vains. Les patients sont habituelle- 
ment sous traitement médical avant que 
l’autopsie ne révéle la lésion. Une laparo- 
tomie exploratrice serait trés indiquée 
dans ces cas pour porter un diagnostic 
précis, surtout si les ecxamens aux Rayons- 
X sont insuffisants. Ceci s’impose davan- 
tage si les clichés radiologiques ressem- 
blent 4 un cancer du corps du pancréas. 
Les conclusions suivantes s’imposent: Le 
cancer du corps du pancréas peut donner 
un syndrome clinique et radiologique 
semblable a l’aphte non tropicale. 2. L’ob- 
struction coronarienne peut amener un 
arrét du coeur et amener la mort malgré 
des tentatives, par massage, de stimula- 
tion cardiaque. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der hier veroeffentlichte Fall beleuchtet 
die diagnostischen Schwierigkeiten bei 
einem Kranken mit einer kleinen boesar- 
tigen Veraenderung im Koerper der 
Bauchspeicheldruese. Die klinischen und 
roentgenologischen Erscheinungen waren 
die einer nichttropischen Sprue. Das hart- 
naeckigste und laestigste Symptom war 
Diarrhoe. Diese machte alle Bemuehun- 
gen, zu einer spezifischen Diagnose zu 
gelangen, zunichte. Solche Kranke werden 
gewoehnlich eine Zeit lang medizinisch 
behandelt, bis der ploetzliche Tod oder die 
Obduktion den wahren Sachverhalt auf- 
klaert. Vielleicht ist es ratsam in allen 
Faellen, wo eine irrtuemliche Roentgen- 
diagnose vorliegt und entsprechende ther- 
apeutische Massnahmen ohne Erfolg an- 
gewandt worden sind, zur Probelaparo- 
tomie zu schreiten. Dies ist besonders 
angezeigt, wenn der Roentgenologe einen 
Befund abgibt, der dem hier beschriebenen 
entspricht, und der im allgemeinen in 
Verbindung mit Karzinom des Pankreas- 
koerpers nicht vorkommt. 

Die folgenden Schlussfolgerungen wer- 
den gezogen: (1) Der Krebs des Bauch- 
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speicheldruesenkoerpers kann unter den 
klinischen Erscheinungen und unter dem 
Roentgenbilde der nichttropischen Sprue 
auftreten. (2) Ein Kranzaderverschluss 
kann zum Herzstillstand und zum Tode 
fuehren, auch wenn die Herztaetigkeit 
durch Herzmassage wieder in Gang ge- 
bracht wird. 


RESUMEN Y CONCLUSIONES 


El caso presentado demuestra bien las 
dificultades para el diagnéstico, cuando se 
trata de una pequefia lesion maligna del 
cuerpo del pancreas. Las manifestaciones 
clinicas y réntgenolégicas fueron las del 
espruo no tropical. E] sintoma mas molesto 
y persistente fué la diarrea. Esta desafi6é 
todos los esfuerzos para llegar a un dia- 
gnédstico especifico. Dichos pacientes son 
tratados de ordinario médicamente por 
algtin tiempo, antes de que la muerte re- 
pentina o la autopsia aclaren el verdadero 
estado. Seria conveniente recurrir a la 
laparotomia exploradora en caso de dia- 
enostico réntgen erréneo y terapéutica 
apropiada sin resultado. Esto esta in- 
dicado cuando el réntgendlogo comunica 
un cuadro idéntico asociado no ordinaria- 
mente con carcinoma del cuerpo del pa- 
ncreas. 

Se derivan las siguientes conclusiones: 
1. El carcinoma del cuerpo del pancreas 
puede producir un cuadro clinico y ré- 
ntgenolégico de esprio no tropical. 2. La 
oclusi6n coronaria puede causar paro 
cardiaco y la muerte por consiguiente, a 
persar de restaurar el latido cardiaco por 
masaje del corazon. 


RIASSUNTO E CONCLUSIONI 


I] caso qui presentato dimostra bene le 
difficolta’ diagnostiche con minime lesioni 
maligne del corpo del pancreas. Le mani- 
festazioni cliniche e radiologiche sono 
quelle della sprue non tropicale. La diarrea 


e’ il sintomo piu’ persistente e noioso. — 


Questa depisto’ la diagnosi. Tali pazienti 
sono di solito trattati medicalmente per 
qualche tempo finche’ la morte improvvisa 
o l’autopsia svelo’ la giusta diagnosi. 
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Sarebbe saggio ricorrere alla laporotomia 
esplorativa in ogni caso in cui una errata 
diagnosi radiologica e’ seguita da terapia 
appropriata senza risultati. Questo e’ in- 
dicato particolarmente quando il radiologo 
riporta un quadro radiologico non com- 
unemente associato con il carcinoma del 
corpo del pancreas. Conclusioni: 1. I] car- 
cinoma del corpo del pancreas puo’ presen- 
tare un quadro clinico e radiologico di 
sprue non tropicale. 

2. L’occlusione coronarica puo’ pro- 
durre l’arresto cardiaco e risultare in 
morte malgrado la_ restaurazione del 
battito cardiaco a mezzo di massaggio 
diretto. 

SUMARIO E CONCLUSOES 


O caso agui apresentado demonstra bem 
as dificuldades de diagnostico guando o 
paciente tem uma peguena lesao maligna 
do corpo do pancreas. As manifestacdes 
clinicas e radiologicas sao aguelas do sprue 
nao tropical. A diarreia foi o sintoma mais 
persistente e mais perturbador. Essa 
diarreia desafiou todos os esforcos feitos 
para se chegar a um diagnostico especifico. 

Fais pacientes sao. usualmente tratados 
clinicamente por algum tempo até gue 
uma morte stbita ou uma autopsia revelam 
a verdadeira condicéo Parece de bom con- 
selho indicar laparotomia escplorad6éra em 
todos os casos nos guais um diagnostico 
radiologico erroneo tem sido feito e em 
gue uma terapeutica apropriada nao deu 
nenhum resultado. Tsso é particularmente 
indicado guando o relatorio do radiologista 
sugere essa possibilidade. 

As seguintes conclusées sao esbocadas: 
(1) O carcinoma do corpo do pancreas 
pode produzir um guadro clinico e radi- 
ologico de sprue nao tropical. (2) A 
ocluséo coronaria pode causar parada do 
coragao e resultar em morte 4 despeito 
da _ restauracgio dos_ batimentos pela 
massagem cardiaca. 
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Difficult Hernias: Use of Tantalum Mesh 
in Repair 


AMOS R. KOONTZ, M.D.. F.A.C.S. 
BALTIMORE 


cently, a leading surgeon, com- 

menting on the use of tantalum 
mesh or cutis grafts for repair of hernia, 
said, “Why use these foreign materials? 
Why try to improve on the Lord’s handi- 
work? Why not use fascia, which is avail- 
able, for these repairs?” Unquestionably 
fascia—both autogenous and preserved— 
has done us yeoman service in the past 
in the repair of difficult hernias. It does, 
however, have certain drawbacks. It has 
to be revascularized, it has_ tensile 
strength in only one direction, and it 
sloughs out in the presence of infection. 
Besides, in the presence of a very large 
hernia there is not enough fascia available 
to repair the defects. Could enough be 
brought from distant places in sundry 
sizes and shapes, the pieces patched to- 
gether would not be strong enough to re- 
pair some of the enormous defects en- 
countered by the surgeon. 

Unfortunately mere surgeons have oc- 
casionally to take up where the Lord 
leaves off, and in so doing they are glad 
to use any material at hand. The experi- 
mental work that formed the basis for the 
use of tantalum mesh, as well as the tech- 
nic of its use, have been described in sev- 
eral previous papers! and will not be dwelt 
upon here. Instead, I shall discuss the 
clinical uses of the material in the re- 
pair of difficult hernias. 

Some of the important conditions for 
which tantalum mesh is used in repairing 
defects in the abdominal wall are as fol- 
lows: 


\ T an important surgical meeting re- 
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1. Ventral hernias: 

(a) To close defects in which the 
fascial edges cannot be approxi- 
mated. 

(b) To reinforce weak suture lines 
which in themselves are not 
strong enough to insure cure of 
the hernia. In such cases a large 
piece of mesh should be used to 
cover the entire area in which 
the fascia is weak. 

. Inguinal hernias with poor tissues 
and large defects, especially recur- 
rent inguinal hernias. 

. Congenital absence of the abdominal 
wall. 

. Surgical defects of the abdominal 
wall caused by resection of large 
abdominal wall tumors. 

5. Lumbar hernias. 

6. Eventrations of the diaphragm and 

diaphragmatic hernias. 

Ventral Hernias.—The majority of ven- 
tral hernias occur in obese persons, some 
of whom are very fat indeed. In a great 
many of them the defect is extremely 
large, and it is difficult to reduce the con- 
tents of the sac at operation. The patients 
are much more uncomfortable than is gen- 
erally believed. Some of them are made 
invalids by their condition. No satisfac- 
tory belt or truss can be obtained for giv- 
ing them relief. Indeed, they can only sit 
around and hold in their abdominal con- 
tents manually. Many of them not only 
have the feeling of insecurity occasioned 
by the large defect in the abdominal wall 
and the consequent unpleasant dragged- 
down sensation, but have nausea, vomit- 
ing and other disagreeable symptoms as 
well. Some have partial intestinal obstruc- 
tion. 

In some cases of ventral hernia the 
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fascia surrounding the defect is strong. 
In these cases it is not necessary to over- 
lap the edges of the defect to any great 
extent with the tantalum mesh, even if the 
edges of the defect itself cannot be ap- 
proximated. 

In a great many patients, however, es- 
pecially if they are obese, the entire ab- 
dominal fascia is poor. Even if the edges 
of the defect can be approximated, one 
is sure that simple approximation of the 
weak fascial edges will not cure the 
hernia. In some very obese persons fat 
literally oozes between the interstices of 
the fascia. In these circumstances the 
weakened fascia should be covered with 
tantalum mesh over a wide area beyond 
the edges of the defect. In 1 such patient, 
on whom I operated about six months ago 
(a huge man with a huge hernia), a piece 
of tantalum mesh 12 by 12 inches (33 
by 33 cm.) was emplaced so as to cover 
almost the entire abdominal wall. 


I have used tantalum mesh in 77 oper- 
ations on large ventral hernias. In repair- 
ing defects in 5 of my early cases a piece 
of mesh entirely too small was used to 
reinforce the suture line, which was sur- 
rounded by weak abdominal fascia. En- 
tirely new hernias occurred at the edge 
of the implanted piece of tantalum mesh 
—so-called false recurrences. In all of 
these cases the original hernia remained 
cured, and at the second operation the site 
of the original hernia was noted to be 
extremely firm. These cases illustrate the 
necessity of reinforcing weak fascial edges 
well beyond the site of the original hernia. 
There have been no other recurrences. 

The results with tantalum mesh were 
so good and so striking that I was em- 
boldened to operate on hernias which I 
do not believe could have been cured by 
any of the ordinary methods hitherto 
available. The series of cases reported 
here includes a number of this type, in 


several of which two or three previous . 


attempts had been made at repair by ex- 
cellent surgeons using the older methods. 
A case illustrative of the large type of 
defect is that of a 39-year-old woman who 
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had undergone an operation about a year 
and a half earlier for cancer of the bladder 
involving the ileum. A total cystectomy 
had been done, with removal of all the 
pelvic generative organs and 3 feet (91.4 
cm.) of ileum. The ureters had been trans- 
planted into the sigmoid. The operation 
had been performed through a transverse 
incision and the abdominal muscles and 
fascia had retracted upward and down- 
ward until the defect extended from the 
umbilicus to the symphysis, and laterally 
in each direction to the inguinal canal. 
There was little or nothing below the pa- 
tient’s umbilicus in the nature of an ab- 
dominal wall except skin, subcutaneous 
tissue and peritoneum. The defect was re- 
paired by suturing in an enormous piece 
of tantalum mesh covering the entire 
lower part of the abdomen. This opera- 
tion was performed almost three years 
ago, and the patient still has a strong 
closure. There have been several other 
cases in which the defects were equally 
large. I do not believe that these patients 
could have been successfully treated with 
fascia flaps, free transplants of fascia, 
either autogenous or preserved, or cutis 
grafts. The defects were too large, in my 
opinion, for the successful use of these 
materials. 

Inguinal Hernias.—Recurrences follow- 
ing the repair of inguinal hernia have 
long been the bugaboo of the surgeon. No 
surgeon, no matter how skillful, can tell 
a patient with a hernia that an operation 
will certainly cure him. This is discon- 
certing to the surgeon and discouraging 
to the patient. The large number of recur- 
rences encountered is an eloquent indict- 
ment of surgical failures. The efforts of 
surgeons to reduce the number of recur- 
rences is attested to by the large number 
of innovations that have appeared almost 
yearly since publication of the monu- 
mental works of Halsted and Bassini more 
than sixty years ago. These efforts are 
laudable, and some have met with a high 
degree of success. None has been uni- 
versally successful. Any new method in- 
troduced has to be modified, as time goes 
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on, by the experience of its originator. 
This is also true of the use of tantalum 
mesh. 

The material is especially useful for 
inguinal hernias with poor tissues and 
large defects. I have now used it for 96 
such hernias, most of which were recur- 
rent. A few of the patients had been oper- 
ated upon as many as six times before. 
There have been 2 recurrences, both of 
which, in my opinion, were due to faulty 
early use of the material. In the early 
cases only a very narrow strip of tantalum 
mesh was used to cover the first suture 
line (generally the conjoined tendon to 
Cooper’s ligament). Both of these recur- 
rent defects were repaired with adequate 
pieces of mesh. It is now obvious that 
the whole Hesselbach’s triangle area 
should be reinforced with tantalum mesh. 
The luxuriant growth of fibrous tissue 
through and around the mesh forms an 
adequate buttress in this area, through 
which hernias are most likely to recur. 
(Tantalum appears to stimulate the 
growth of fibrous tissue, but this has not 
yet been proved experimentally.) Al- 
though it is too early for complete evalu- 
ation of the results, I am convinced that 
the method will enable surgeons to cure 
inguinal hernias permanently, even 
those which have hitherto been considered 
inoperable. I have successfully operated 
upon several patients who had been pro- 
nounced inoperable by excellent surgeons. 

Congenital Absence of the Abdominal 
Wall.—I was once confronted with the 
problem of a 4-year-old child with con- 
genital absence of the muscular and 
fascial structures of the upper half of the 
abdominal wall. As a result of this con- 
dition the child was an invalid and could 
not play with other children of his age. 
Tantalum mesh seemed the logical ma- 
terial with which to make the repair. 
However, it was not known whether the 
mesh would cause a contracture as the 
child grew. Experiments were resorted 
to. A corresponding portion of the muscle 
and fascia of the abdominal wall in pup- 
pies was resected and the defect repaired 
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by suturing in tantalum mesh. The mor- 
tality rate was high among these animals, 
as puppies tolerate experimentation 
poorly. Some of them, however, lived to 
be adult dogs, and in only 1 was there 
any evidence of contracture, although the 
mesh had been sutured to the ribs above 
in all instances.” 

The child was then operated on, and 
it was observed that there was nothing but 
skin and peritoneum in the defective area. 
There was no subcutaneous tissue and no 
preperitoneal tissue. The skin was tightly 
glued to the peritoneum, and it was very 
difficult to separate the two, so that during 
the separation each structure was “but- 
tonholed” in several places. Concern was 
felt about placing the tantalum mesh be- 
tween the two thin structures. However, it 
was so placed and fortunately ‘took’. 
This patient was operated on three and 
one-half years ago, and the result is ex- 
cellent. Immediately after operation the 
child abandoned the role of an invalid and 
for the first time began to play normally 
with other children. 

Repair of the Abdominal Wall After 
Resection of Large Abdominal Wall Tu- 
mors.—When I first began to use tantalum 
mesh for the repair of ventral hernias, it 
became obvious that cases would be en- 
countered sooner or later in which the 
peritoneum could not be closed. Indeed, 
in an early case of hernia resulting from 
a gunshot wound, there were so many 
loops of bowel adherent to the sac that 
after they had been separated there was 
barely enough peritoneum left to close. 
Experiments were conducted, therefore,° 
to determine what would happen if tanta- 
lum mesh were placed next to the bowel. 
Large defects were created in the abdomi- 
nal walls of dogs by removing all of the 
wall except the skin and subcutaneous 
tissue. The spleen and the greater omen- 
tum were also removed so that there would 
be no buffer between the intestines and 
the mesh. Subsequent examination of these 
animals showed that the inner surface of 
the mesh had been peritonealized. There 
were only mild adhesions between loops 
of intestine and the tantalum, and these 
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could be easily pushed away with a piece 
of gauze. There were no obstructive symp- 
toms, and the adhesions in no way inter- 
ferred with the health of the animals. 

Shortly after these experiments were 
completed, a patient came to me’® for re- 
moval of a large melanoma of the abdomi- 
nal wall which involved the umbilicus. 
During dissection to free the tumor, all 
the abdominal fascia in the area, part of 
the muscle, and a large piece of perito- 
neum surrounding the umbilicus were re- 
moved. The resulting defect in the ab- 
dominal wall was repaired with tantalum 
mesh by placing the mesh immediately 
adjacent to the bowel. The patient had a 
short omentum which could not be brought 
down to cover the intestines. This patient 
was operated on two years ago, has been 
perfectly well since, and has had no abnor- 
mal complaints or any other evidence of 
inconvenience as a result of placing the 
tantalum next to the bowel. Bussabarger, 
Dumouchel and Ivy,‘ and Crile and King*® 
have reported similar cases. 

Lumbar Hernias.—Postoperative lum- 
bar hernias, especially those following 
several operations on infected kidneys, 
are difficult to cure. Since I have been 
using tantalum mesh, I have had occasion 
to operate on 2 such hernias but did not 
use mesh in the repair for fear that the 
unusual amount of bending to which the 
mesh would be subjected in that region 
might cause an unfavorable result. In both 
cases I used Dowd’s operation, which was 
the procedure I had always used in the 
pre-tantalum mesh era. Although Dowd’s 
procedure is satisfactory and gives ex- 
cellent results in eliminating the hernia, 
it does leave some diffuse bulging of the 
abdominal wall in that area, especially in 
those cases in which the fascial and mus- 
cular structures are completely gone from 
the lower costal margin to the crest of the 
ilium. In the 2 recent cases mentioned I 
was tempted to reinforce the fascial flaps 
used in the Dowd’s operation with tan- 
talum mesh, but did not do so for the rea- 
son given. I did, however, reinforce them 
with whole thickness skin grafts, with 
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a satisfactory result. About a year ago, 
however, Dr. E. H. Richardson* used 
tantalum mesh in the repair of a lumbar 
hernia without any untoward results. 

Eventration of the Diaphragm and Dia- 
phragmatic Hernias—Monahan’‘ has re- 
cently reported an excellent result in the 
cure of a large eventration of the dia- 
phragm by plicating the thin wall of the 
diaphragm and then reinforcing it with 
tantalum mesh. He has also reported* the 
repair of a congenital diaphragmatic 
hernia in an infant with tantalum mesh. 
The child died of atelectasis and aspira- 
tion pneumonia two weeks after the oper- 
ation. Autopsy showed that the tantalum 
had been covered with a “membrane” 
(probably pleura) and the lung was not 
adherent to it. 

Tantalum Mesh and Infection. — An 
early question was “What would happen 
to tantalum mesh in the presence of infec- 
tion.” Experiments were conducted'® to 
determine this. Artificially produced de- 
fects in the abdominal walls of animals, 
repaired with tantalum mesh, were gross- 
ly infected experimentally, and healed 
spontaneously provided silk or cotton had 
not been used in the wounds. If tantalum 
wire (either monofilament or braided) 
was used for suture material and catgut 
for ligatures, the infection rapidly disap- 
peared and healing and effective repair 
of the abdominal wall were just as good 
as if no infection had taken place. If silk 
or cotton had been used in the presence of 
infection, a persistent sinus tract ensued. 

As a result of this experimental work, 
several patients with contaminated 
wounds, were operated on without hesi- 
tation, even though it was felt that in- 
fection would probably follow operation. 
Some of the wounds did become grossly 
infected after operation but healed with- 
out sinus tract formation and with a 
strong repair of the hernia in spite of the 


- infection. In 1 instance silk was used to 
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close the peritoneum and a sinus tract 
persisted for ten months—until the of- 
fending silk suture was removed. Silk in- 
stead of tantalum wire was used to close 
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the peritoneum in this case because it was 
thought likely that the wire would cut 
through. Since then braided tantalum wire 
has been developed, and because it does 
not tend to cut through the peritoneum 
any more than silk, I recommend its use 
for peritoneal closure. Braided tantalum 
wire has been shown experimentally to 
cause no more trouble in the presence of 
infection than does monofilament wire. 

Tantalum Mesh in an Open Wound.— 
Necrosis of part of a skin flap was en- 
countered in 1 patient, a huge woman with 
a large ventral hernia. Owing to the thick- 
ness of the panniculus and the poor cir- 
culation after wide dissection of the skin 
flaps, there developed an area of necrosis 
of the skin and fat 2 inches in diameter. 
This area was many inches deep and had 
to be cut away, which left an area of mesh 
exposed. Granulations could soon be seen 
growing through the mesh, and the entire 
area gradually closed. Wright® has re- 
ported a similar case, as have Bussa- 
barger, Dumouchel and Ivy.+ 


SUMMARY 


One hundred and seventy-three patients 
with difficult ventral and inguinal hernias 
have been operated on over a period of 
five and one-half years. There have been 
no untoward results, and in no case has 
it been necessary to remove the mesh. 

There were 5 cases of so-called false 
recurrence in the series of 77 ventral 
hernias. In each of these cases the site 
of the original hernia remained intact, but 
a new hernia developed in the weak fascia 
at the edge of the implanted mesh. This 
could have been eliminated had the piece 
of mesh used in the first place been large 
enough to cover the entire weakened area. 

In the series of 96 cases of inguinal 
hernias associated with poor tissues and 
large defects, mostly recurrent, there were 
2 recurrences. Both took place in early 
cases in which only a narrow strip of 
tantalum mesh had been used to reinforce 
the first suture line. It has now become 
apparent that the entire area of Hessel- 
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bach’s triangle should be so reinforced. 


RESUME 


173 patients furent opérés pour hernie 
inguinale et ventrale difficiles durant une 
période de 51% ans. Il n’y eut pas de 
mauvais résultats et dans aucun cas fut-il 
nécessaire d’enlever le “mesh” (grillage). 
Il y eut 5 cas de soi-disant fausses réci- 
dives sur une série de 77 cas de hernie 
ventrale. Dans chacun de ces cas, |’endroit 
ou existait ia hernie était resté intact, 
mais une nouvelle hernie s’était formée 
aux dépends de la faiblesse du fascia sur 
le bord de l’implantation du “mesh”. On 
aurait pu éviter cela en mettant un nou- 
veau “mesh” dont la surface aurait cou- 
vert toute la région affaiblie. 

Dans la série de 96 cas de hernies in- 
guinales avec tissus affaiblis et grandes 
pertes de substances (ordinairement ré- 
cidivantes) il n’y eut que deux récidives. 
Les deux prirent place dans les premiers 
essais ou on n’avait mis qu’une bande 
étroite de tantalum pour renforcer la 


premiére série de suture. Il est devenu 
évident maintenant que toute la surface 
du triangle de Hesselbach doit étre re- 
couverte et renforcie. 


ZUSAM MENFASSUNG 


Innerhalb von fuenfeinhalb Jahren 
wurden 173 Kranke mit schwierigen 
Bauch-und Leistenbruechen operiert, ohne 
dass unguenstige Resultate auftraten; in 
keinem Fall war die Entfernung des 
Tantalumnetzes notwendig. 

Unter den 77 Bauchbruechen kam es 
fuenfmal zu einem sogenannten unechten 
Rueckfall. In jedem dieser fuenf Faelle 
blieb der Sitz des urspruenglichen Bruches 
in Ordnung, waehrend sich in der schwa- 
chen Faszie am Rande des eingepflanzten 
Tantalumnetzes ein neuer Bruch entwik- 
kelte. Das haette sich vermeiden lassen, 
wenn urspruenglich angewandte 
Stueck Tantalum gross genug gewesen 
waere, um die gesamte erschlaffte Gegend 
einzuschliessen. 
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Unter den 96 Leistenbruechen mit 
schwachem Gewebe und weiten Bruch- 
pforten, meist rueckfaelligen Kranken, 
kam es in zwei Faellen zum Wiederauf- 
treten des Bruches. Beide Male handelte 
es sich um Faelle aus der Anfangszeit der 
Serie, wo nur schmale Streifen von 
Tantalumnetz zur Verstaerkung der 
ersten Naht zur Anwendung gelangten. 
Es hat sich inzwischen herausgestellt, dass 
die gesamte Gegend des Hesselbachschen 
Dreiecks verstaerkt werden muss. 


RESUMEN 


173 pacientes con hernias ventrales e 
inguinales dificiles han sido operados 
durante un periodo de 51% ajfios. No 
hubieron resultados desagradables y en 
ningun caso hubo necesidad de remover 
la malla de tantalo. 

Hubieron 5 casos de las llamadas falsas 
recidivas en la serie de 77 hernias ven- 
trales. En cada uno de estos casos per- 
maneci6é intacto el sitio de la hernia 
original, pero se desarroll6 una nueva 
hernia en la débil aponeurosis al borde 
de la malla implantada. Esto hubiera 
podido evitarse si la malla usada hubiera 
sido lo suficientemente grande para cubrir 
toda el area debilitada. 

En la serie de 96 casos de hernias in- 
guinales con tejidos flojos y defectos 
grandes, por lo comin recidivantes, sdélo 
hubo 2 recidivas. Ambas tuvieron lugar 
en casos incipientes, en los que los que 
solamente se habia usado una angosta tira 
de malla de tantalo para reforzar la 
primera linea de sutura. Esto sefiala que 
el Area completa del tridngulo de Hessel- 
bach debe reforzarse. 


RIASSUNTO 


In cinque anni e mezzo furono operati 
173 casi di ernie inguinali e ventrali dif- 
ficoltose. Non vi furono risultati cattivi 
e in nessun caso si dovette togliere la 
protesi. 

Fra le 77 ernie ventrali vi furono 5 
casi di cosidette false recidive; in esse la 
sede dell’ernia primitiva era _ intatta, 
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mentre si era prodotta una nuova ernia 
nella fascia profonda ai limiti della 
protesi. La recidiva avrebbe potuto essere 
evitata se la protesi fosse stata larga 
abbastanza da coprire l’intera zona debole. 

Vi furono 2 recidive fra le 96 ernie 
inguinali, con tessuti scadenti e ampi 
orifici, molte delle quali gia recidive. En- 
trambe si verificarono all’inizio, quando 
si usavano soltanto degli stretti nastri di 
tantalio per rinforzare il primo piano di 
sutura. Fu chiaro in seguito che si doveva 
rinforzare tutto il triangolo di Hessel- 
bach. 

SUMARIO 


Cento e setenta e tres pacientes com 
dificeis hernias ventrais e inguinais foram 
operados noamente em um periodo de 
cinco emeio anos novamente. 

Nao houve resultados desfavoraveis e 
em nenhum caso houve necessidade de 
remover a mécha. Houve 5 casos das 
chamadas falsas recurrencias na serie de 
77 hernias ventrais. Em cada um desses 
casos o sitio da hernia original perman- 
eceu intacto, emboéra uma nova hernia 
tenha se desenvolvido no fascia enfraque- 
cido na margem da mécha implantada. 
Isso poderia ser evitado caso a peca de 
mecha usada em primeiro lugar fodsse 
suficientemente larga para cobrir toda a 
area enfraquecida. 

Na serie de 96 casos de hernias in- 
quinais com tecido fraco e grandes de- 
feitos, as mais das vezes recurrentes, 
houve 2 recidivas. Ambas se apresentaram 
em casos precéces nos quais somente uma 
estreita faixa de tantalo foi usada para 
reforcar a primeira linha de_ sutura. 
Torna-se evidente agéra que a inteira area 
do triangulo de Hesselbach deveria ter 
sido reforcada. 
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Announcement 


International Board of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Board of Occupational Surgery, the aims of which are (a) eleva- 
tion of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 
Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Illinois. 
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Bleeding Peptic Ulcer 


EARL A. CONNOLLY, M.D., F.I.C.S., anp RUSSELL B. WILLIAMS, M.D. 
OMAHA, NEBRASKA 


treatment of peptic ulcer are familiar 

to every physician. It is generally 
agreed that its treatment is principally 
medical and that surgical intervention is 
reserved for its complications. The four 
principal complications of peptic ulcer are 
perforation, obstruction, intractability (in 
spite of a well-ordered medical regimen) 
and hemorrhage. It is the hemorrhaging 
peptic ulcer with which we are concerned 
in this paper. 

To say that a bleeding peptic ulcer is a 
medical or a surgical disease is erroneous. 
It is a condition that demands the closest 
cooperation of the physician, the roent- 
genologist and the surgeon working as a 
team. Bleeding demands control of hem- 
orrhage. If this cannot be accomplished 


sk many problems that arise in the 


by medical means, surgical measures are 


indicated. The problem at hand is to 
determine, if possible, which ulcer hemor- 
rhage is likely to cause death if unchecked 
by surgical means.’ Glenn and Harrison 
stated that if transfusion at the rate of 
1,000 cc. per twenty-four hours fails to 
maintain the patient’s blood volume and an 
ulcer is known to exist, operation should 
be undertaken at once. As further proof 
of the necessity of early rather than late 
operation,” Heuer reported from the New 
York Hospital that of 21 patients under- 
going early operation because of bleeding 
peptic ulcer, only 2 died—a mortality rate 
of 10 per cent. Of 10 who were operated 
on late, 7 died—a mortality rate of 70 
per cent. 

Each case presents an individual prob- 
lem. It is often difficult to decide as to 
the advisability of surgical intervention, 
as well as on the optimum time to operate. 

Read at the Fifteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, Cleve- 
land, .., 1950. 


From the Department of Surgery, Creighton University 
School of Medicine. 


Submitted for publication Nov. 27, 1950. 


Few other situations afford a greater chal- 
lenge to the physician’s skill than does the 
management of the patient with a bleed- 
ing peptic ulcer. Constant observation, 
with frequent revaluation of the patient’s 
condition, is required. Too much empha- 
sis cannot be placed upon the individual- 
ization of treatment, as the particular 
problems of bleeding peptic ulcer render 
statistics unreliable as a guide. 

It is well known that massive bleeding 
from the upper part of the gastrointes- 
tinal tract may come from sources other 
than a peptic ulcer. It is often difficult 
to differentiate the condition from bleed- 
ing esophageal varices, carcinoma, gas- 
tritis, hiatal hernia, leiomyoma of the 
small bowel, or Meckel’s diverticulum. 
Thus, if rational treatment is to be car- 
ried out, it is of paramount importance to 
establish an early and definite diagnosis. 

Lewison*® reported that 9 per cent of 
the ulcer patients seeking admission to 
Johns Hopkins Hospital did so because of 
gross hemorrhage. Heuer? stated that 21 
per cent admissions to the New York Hos- 
pital for treatment of ulcer were chiefly 
due to hemorrhage. 

Marshall and Wilkinson‘ stated that 
massive hemorrhage is the second most 
common complication of peptic ulcer, the 
most common being obstruction. 

In many cases massive hemorrhage is 
the first sign; there may be no antecedent 
history of ulcer distress. Wayburn’ em- 
phasized the fact that bleeding is often 
the initial major sign in the elderly pa- 
tient. A previous history of ulcer symp- 
toms helps to simplfy the diagnosis. Gray’ 
stated that in approximately 75 per cent 
of all cases in which there is massive 


- hemorrhage into the upper part of the 


alimentary tract the cause is peptic ulcer. 
He added, however, that studies per- 
formed in one-fourth of the cases of mas- 
sive hemorrhage within three weeks of 
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the onset of the hemorrhage failed to 
establish the cause and site of the bleed- 
ing. 

In the attempt to establish a diagnosis, 
a painstaking history and physical exam- 
ination are of extreme importance. A 
complete blood count, including a hemato- 
crit reading, should be taken in every 
case. In some, especially those in which 
hemorrhage is the first sign, roentgen 
examination of the upper part of the in- 
testinal tract will be required. There is 
some disagreement as to whether this pro- 
cedure is justified in the presence of hem- 
orrhage. In our opinion no harm is done 
by introducing barium, provided the test 
is done with extreme gentleness and with- 
out palpation. 

Glenn and Harrison’ stated that if the 
diagnosis has not been established and an 
uleer cannot be detected by roentgeno- 
gram the operation should be postponed. 

Warthin, Warren, and Wissing‘ stated 
that gastroscopic examination was help- 
ful in establishing a diagnosis by deter- 
mining the source of bleeding in 2 of their 
cases and suggested that the procedure be 
utilized more frequently. 

We wish to emphasize the importance 
of evaluating and utilizing all information 
and procedures available, instead of de- 
pending upon one or two to establish the 
diagnosis. A much higher percentage of 
correct diagnoses will result. In our study 
we utilized every case of bleeding peptic 
ulcer admitted to St. Joseph’s Hospital in 
the past nine years, as well as all those 
admitted to St. Catherine’s Hospital in the 
past ten years. 

The latter hospital has a bed capacity of 
165. During the ten-year period (1940- 
1949), total admissions for all cases num- 
bered 59,808. Of these, 129 (0.2 per cent) 
were admissions for the treatment of pep- 
tic ulcer. Of the 129 patients, 39 (30 per 
cent) had a history of bleeding; from 90 
(70 per cent) no history of bleeding was 
obtained. Of the 39 who gave a history 
of bleeding, surgical intervention was 
deemed necessary for 4. The remaining 
35 were treated medically, without mor- 
tality. Of the 90 without a history of 
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bleeding, 37 required surgical interven- 
tion, and there was 1 postoperative death; 
53 were treated medically, without mor- 
tality. 

Thus, of 129 cases of peptic ulcer, sur- 
gical intervention was decided upon in 41, 
or 31 per cent. This figure is considerably 
higher than that given by most writers. 
Statistics on large series show that in ap- 
proximately 15 to 20 per cent of cases 
peptic ulcer will require surgical interven- 
tion. 

In a study of all cases of bleeding petic 
ulcer admitted for treatment during the 
previous ten-year period at St. Catherine’s 
Hospital and the nine-year period at St. 
Joseph’s Hospital, the following statistics 
were obtained: The combined capacity of 
the two hospitals is 615 beds. The patients 
admitted during this period numbered 
165,710. Of this number, 206 were admit- 
ted with the diagnosis of bleeding peptic 
ulcer; 33 (16 per cent) were treated surg- 
ically, and 173 were treated medically. In 
the group treated surgically there were 4 
deaths (13 per cent). In the medically 
treated groups, 7 patients died, a mortal- 
ity rate of 4 per cent. 

All 7 of the patients who died despite 
medical treatment died of exsanguination 
in spite of repeated transfusions. All 
were over 40 years of age. Three had had 
more than one episode of bleeding. 

Of the 33 patients with bleeding peptic 
ulcer treated surgically, 18 had a history 
of bleeding on admission; 8 mentioned one 
previous bleeding episode. Three had had 
two previous hemmorrhages, and 4 had 
had three or more previous episodes of 
bleeding. Thus, 45 per cent had had one or 
more previous episodes of bleeding. 

In the 33 cases treated surgically, 6 of 
the lesions were gastric ulcers and 27 
were duodenal ulcers. Gastric resection 
was done in 22 instances, a gastroenteros- 
tomy in 7 and vagotomy in 2. In 1 a 
vagotomy and a posterior gastroenteros- 
tomy were done, and in 1 a bleeding 
gastric ulcer perforated and was closed. 
The 4 postoperative deaths all occurred 
in cases of bleeding duodenal ulcer fol- 
lowing gastric resection. In 2 instances 
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death resulted from a rupture of the duo- 
denal stump, proved at autopsy, and in 2 
the cause of death was not determined. 

In analyzing the statistics presented, 
as well as those resulting from other 
series in the study of the bleeding peptic 
ulcer problem, one would be likely to con- 
clude that the patient has a much better 
chance of survival under medical treat- 
ment. In contrast,’ Sengstaken and Blake- 
more stated that at the Presbyterian Hos- 
pital of New York City, in cases of peptic 
ulcer with persistent bleeding, operation 
has already proved its worth by reducing 
the mortality rate from 60 per cent to 5 
per cent. Stewart and his associates® ex- 
pressed the opinion that early gastric re- 
section offers the best results in the treat- 
ment of acute massive hemorrhage from 
peptic ulcer. In 65 cases their operative 
mortality rate was 10.7 per cent, while in 
42 cases in the nonoperative group, this 
rate was 21.4 per cent. 

In many instances surgical intervention 
has been used as a last resort to stop 
bleeding from a peptic ulcer that more 
conservative measures have failed to con- 
trol. It is to be expected that the mortal- 
ity will be high under these circumstances. 
Therefore, in all fairness, one cannot com- 
pare the mortality rate of operative and 
nonoperative treatment. It would be 
better to interpret statistics on the basis 
of the number of lives salvaged rather 
than on that of the operative mortality. 

There is some disagreement as to the 
mortality rate for massive hemorrhage 
from peptic ulcer. The overall rate cited 
has ranged from 4.8 to 20 per cent. Mar- 
shall and Wilkinson‘ stated that their ex- 
perience, 80 per cent of patients who have 
had two or more hemorrhages will bleed 
again in spite of medical management. 
The outlook for the patient with a bleed- 
ing peptic ulcer, on the basis of these fig- 
ures, is poor indeed. Fortunately, how- 
ever, all patients do not fall into this 
category. It is because of these confusing 
statistics that we wish to emphasize the 
value of establishing, if possible, an early 
diagnosis, and to urge the individualiza- 
tion of treatment. 
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In deciding on the best course of treat- 
ment, many factors must be considered 
and carefully evaluated. Among the most 
important is the status of the circulatory 
system, judged by the degree of shock and 
blood loss as evidenced by blood pressure, 
pulse and respiration, as well as by care- 
ful hematologic studies. If there has been 
a large loss of blood volume, the imme- 
diate response to transfusion will give 
valuable information. The age of the 
patient is an important factor, but the 
amount of arteriosclerosis present is still 
more significant. Pavlovsky and Joly! 
called attention to the almost constant 
presence of severe lesions of the vascular 
wall in the bleeding vessels, ranging from 
hyperplasia to typical severe obliterating 
arteriosclerosis and making spontaneous 
hemostasis difficult. Although the time 
element is an important factor, careful 
examination of the cardiac, respiratory 
and renal systems should be carried out. 

The duration of peptic ulcer symptoms, 
the response to medical treatment, and the 
presence or absence of previous complica- 
tions may be ascertained from the pa- 
tient’s history. Especially important are 
the data on previous hemorrahgic epi- 
sodes. 

After a critical analysis has been made 
of the patient’s condition, the question of 
surgical intervention must be decided. In 
some cases the answer is obvious, while 
in others it is an extremely difficult to 
arrive at. Most writers agree that the 
optimum time for intervention is within 
the first twenty-four to forty-eight hours; 
after this interval the mortality potential 
rises rapidly. 

In our opinion, surgical intervention 
should be carefully considered for the 
following types of patient: 

1. Any patient who does not respond to 
repeated blood transfusions in twenty- 
four hours, failure to respond being evi- 
denced by repeated bouts of syncope and 


_ inability to maintain the blood pressure. 


2. Any patient with a bleeding peptic 
ulcer further complicated by obstruction, 
perforation or intractability to a well- 
ordered medical regimen. 
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3. Any patient over 45 years of age with 
a massive hemorrhage or definite signs 
of arteriosclerosis. 

4. Any patient with a massive hemor- 
rhage who has had one or more previous 
hemorrhagic episodes. 

5. Any patient having a recurrence 
of severe hemorrhage several days after 
recovery from a massive hemorrhage. 


The operation of choice in the treat- 


ment of bleeding peptic ulcer is partial 
gastric resection, including the ulcer. In 
some cases it may be advisable to exclude 
the ulcer when it is deeply placed. When 
extreme difficulty is encountered in re- 
moving the ulcer, the surgeon is justified 
in excluding it, as a better closure of the 
duodenal stump may be done and the 
danger of damage to the common duct is 
avoided. Although recurrence of bleeding 
from excluded ulcers has been reported, 
we are convinced that this complication 
is offset by the danger of a ruptured duo- 
denal stump or damage to the common 
duct which may result from an attempt 
to remove a deeply situated duodenal 
ulcer. 

The surgical treatment of massive hem- 
orrhage from a peptic ulcer requires 
closest cooperation between the internist, 
the roentgenologist and the surgeon; it 
requires adequate laboratory and blood 
bank facilities, good anesthesia, and con- 
stant nursing care. Surgical experience 
and skill are of paramount importance. 
If these facilities are not available, the 
patient will probably fare better under 
medical management. 


SUMMARY 


Bleeding peptic ulcer is discussed in 
some detail. The authors point out that 
the surgical treatment of this condition, as 
opposed to the medical, is confined chiefly 
to complication—perforation, obstruction, 
resistance to conservative measures, and 
hemorrhage. The literature is briefly re- 
viewed, and a comprehensive analysis of 
treatment and results is presented. 


CONNOLLY AND WILLIAMS: BLEEDING PEPTIC ULCER 


SOM MAIRE 


On discute en détail de l’ulcére peptique 
hémorragique. Les auteurs expliquent que 
le traitement chirurgical de cette condition 
est limité, contrairement au traitement 
médical, aux complications: perforation, 
obstruction, résistance aux mesures con- 
servatrices et l’hémorragie importante. 
On y fait une bréve revue de la littérature 
sur le sujet avec une analyse du traite- 
ment et des résultats obtenus. 


ZUSAM MENFASSUNG 


Gewisse das blutende Magengeschwuer 
betreffende Einzelheiten werden eroertert. 
Die Verfasser betonen, dass die chirur- 
gische Therapie der Erkrankung im Ge- 
gensatz zu medizinischen Massnahmen 
sich im wesentlichen auf die Behandlung 
von Komplikationen beschraenkt, naem- 
lich Durchbruch, Obstruktion, Versagen 
konservativer Massnahmen und schwere 
Blutung. Es wird ein kurzer Ueberblick 
ueber die Literatur gegeben und eine 
zusammenfassende Analyse der Behand- 
lung und ihrer Resultate vorgelegt. 


RESUMEN 


Se discute con cierto detalle sobre la 
Ulcera péptica sangrante. Se puntualiza 
que el tratamiento quirtrgico de la misma, 
tan opuesto al médico, se limita principal- 
mente a las complicaciones: perforacién, 
obstruccién, resistencia a medidas con- 
servadoras y hemorragia. Se revisa breve- 
mente la literatura y se presenta un 
analisis comprensivo del tratamiento y 
resultados. 

RIASSUNTO 


Viene discusso qualche aspetto dell’ul- 
cera sanguinante. Gli Autori sottolineano 
come la cura chirurgica dell’ulcera, a dif- 
ferenza di quella medica é diretta prin- 
cipalmente alle sue complicazioni; la per- 
forazione, la stenosi, la resistenza ai 
medicamenti, l’emorragia. Segue una 


. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


breve rassegna della letteratura e una 
rivista dei metodi di cura e dei risultati. 


SUMARIO 


A ulcera peptica sangrante é discutida 
em alguns detalhes. Os autores estabele- 
cem que o tratamento cirurgico dessa 
condicao, contrariamente ao tratamento 
clinico, é confinado principalmente 4s com- 
plicacdes—perfuracao, obstrucao, resis- 
tencia 4 medidas conservativas e hemor- 
ragia. E’ revista rapidamente a literatura 
e uma analise compreensiva do tratamento 
ex dos resultados é apresentada. 
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Splint for Treatment of Buttonhole 


Rupture 


of Extensor Tendon at Middle Finger Joint 


ROBERT E. VAN DEMARK, M_D., F.A.C.S., F.I.C.S. 
SIOUX FALLS, SOUTH DAKOTA 


FTER rupture of the central slip of 
A the extensor tendon at the base of 

the middle phalanx, flexion occurs 
at the middle finger joint; the two lateral 
extensor slips separate to open the “but- 
tonhole” through which the knuckle pro- 
trudes. The recommended early treat- 
ment is plaster splint fixation of the wrist 
and the proximal] 2 finger joints in exten- 
sion, the distal joint being left free.’ Prac- 
tical experience with this method shows 
that the cast usually becomes soiled, wet 
and cracked; adequate cleansing of the 
hand is not feasible. To eliminate these 
undesirable features, I have used for sev- 
eral years a special metal splint which I 
constructed with the technical assistance 
of Mr. Robert E. Lane and his associates. 


Submitted for publication April 26, 1951. 


Author’s splint as described in text. : d é 
apparatus permits flexion at distal finger joint. 
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As the illustration indicates, the proximal 
two phalanges only are held in extension 
by incomplete and adjustable aluminum 
bands. The proximal end of the splint is 
covered with leather and fixed to the fore- 
arm by means of two leather straps, hold- 
ing the wrist in the degree of extension 
desired. A stabilizing leather band with 
a buckle in the distal metacarpal area may 
be readily released to afford cleansing of 
the palm and dorsum of the hand; the 
patient is instructed not to unbuckle more 
than one strap at a time while cleansing 
the hand and forearm. The splint is usu- 
ally individualized for each patient, since 
minor variations are necessary for the 
various fingers as well as for adjustment 
of the varying size of the patient’s fore- 
arm and hand. The apparatus is simple 


Wrist and proximal two finger joints are held in extension; 


3 
ay 


in construction, relatively inexpensive, 
light in weight and not bulky; the shirt- 
sleeve on the affected side is easily but- 
toned over it. 

The results of its use in treatment have 
been uniformly good in cooperative pa- 
tients with typical injuries of one week’s 
duration or less. Physiotherapy is given 
after the period of immobilization, since 
flexion of the affected joint is at first diffi- 
cult. The splint has not been used, nor 
is it recommended, for severely trau- 
matized joints with rupture of the col- 
lateral ligaments, for patients with infec- 
tious arthritis or for elderly persons in 
whom the joints tend to ankylose. 


RESUME 


A la suite d’une rupture de |’insertion 
médiane du tendon extenseur sur la base 
de la phalangine, une flexion se fait a 
l’articulation moyenne du doigt; les deux 
insertions latérales de l’extenseur' se 
séparent pour former une ganse 4a travers 
de laquelle un nodule fait protrusion. Le 
traitement précoce recommandé est la 
fixation avec une éclisse et diachylon du 
poignet et des 2 articulations proximales 
laissant libre l’articulation distale. L’ex- 
périence pratique nous montre qu’un 
platre ordinairement devient humide et 
craque; il est impossible de se nettoyer la 
main. Pour éviter ces conditions indésir- 
ables, j’ai employé depuis plusieurs années 
une éclisse de métal que j’ai fabriquée 
avec l’assistance technique de Mr. Robert 
E. Lane et s es associés. Comme |’indique 
Villustration, les deux phalanges proxi- 
males seulement sont tenues en extension 
par des bandes d’aluminum incomplétes et 
ajustables. L’extrémité proximale de |’e- 
clisse est couverte de cuir et fixée 4 l’avant 
bras au moyen de deux courroies main- 
tenant lepoignet au degré d’extension 
désiré. Une bande de cuir stabilisatrice 
avec une attache a la région métacar- 


pienne distale peut étre détachée pour 


permettre le nettoyage de la main et 
de l’avant-bras; le patient est averti 
de ne pas détacher plus qu’une courroie 
a la fois pour se nettoyer. I] y a une éclisse 
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individuelle pour chaque patient parce 
que la moindre variation est nécessaire 
pour chaque doigt et la grandeur variable 
de la main et de |’avant-bras des différents 
patients. C’est un appareil de construction 
simple et de prix modéré. II est léger et 
non volumineux; on peut le couvrir avec 
la manche de chemise. Les résultats sont 
uniformément bons que les patients qui 
coopérent et dont le traumatisme n’est 
vieux que d’une semaine ou moins. Aprés 
la période d’immobilisation on donne un 
traitement physiothérapique parce que la 
flexion de |’articulation malade est difficle 
au début. On n’a pas employé et ne recom- 
mande pas |’emploi de cette éclisse lorsque 
la traumatisme est trés sévére ou com- 
prend les ligaments collatéraux, lorsque il 
y a arthrite infectieuse ou chez le vieux 
patients qui ont des tendances 4a |’anky- 
lose. 
ZUSAM MENFASSUNG 


Wenn der mittlere Zipfel der Streck- 
sehne an der Basis der Mittelphalanx 
reisst, kommt es zur Beugung im mittleren 
Fingergelenk; die beiden seitlichen Zipfel 
der Sehne spreizen sich auseinander und 
oeffnen das “Kopfloch”, durch welches das 
Knoechelchen hervortritt. Als fruehzei- 
tige Behandlung wird die Ruhigstellung 
des Handgelenks und der beiden proxi- 
malen Fingergelenke in Extension mittels 
einer Gipsschiene empfohlen, wobei das 
distale Gelenk freigelassen wird. Die 
praktische Erfahrung mit dieser Methode 
zeigt, dass der Gipsverband gewoehnlich 
schmutzig, nass und bruechig wird, und 
dass die. Hand nicht richtig gesaeubert 
werden kann. Um diese unerwuenschten 
Schwierigkeiten aus der Welt zu schaffen, 
habe ich seit einigen Jahren eine Metall- 
schiene verwendet, die ich selbst mit tech- 
nischer Unterstuetzung des Herrn Robert 
E. Lane und seiner Mitarbeiter kon- 
struiert habe. Wie die Abbildung zeigt, 
werden nur die beiden proximalen Pha- 
langen mit Hilfe unterbrochener und 
verstellbarer Aluminiumbaender in Strek- 
kung gehalten. Das proximale Ende der 
Schiene ist mit Leder bezogen, wird mit 
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Hilfe von zwei Lederriemen am Unter- 
arm befestigt und haelt das Handgelenk 
in dem gewuenschten Streckungswinkel. 
Ein verstaerkender Lederriemen mit 
einer Schnalle in der distalen Metakarpal- 
gegend kann leicht geloest werden, um 
die Reinigung der Handflaeche und des 
Handrueckens zu ermoeglichen; der 
Kranke wird angewiesen, nicht mehr als 
einen Riemen auf einmal aufzuschnallen, 
wenn Hand und Unterarm gereinigt 
werden. Die Schiene wird gewoehnlich 
fuer jeden Kranken individuell angefer- 
tigt, da je nach dem befallenen Finger 
und nach der Groesse des Unterarms und 
der Hand des Kranken geringere Abaen- 
derungen notwendig sind. Der Apparat ist 
einfach in der Konstruktion, verhaeltnis- 
maessig billig, von geringem Gewicht und 
nicht plump; der Hemdsaermel des be- 
fallenen Gliedes kann leicht ueberge- 
knoepft werden. 

Bei verstaendigen Kranken mit typi- 
schen Verletzungen, die nicht aelter als 
eine Woche sind, sind die mit Anwendung 
der Schiene erzielten Resultate gleich- 
maessig gut. Nach der Periode der Ruhig- 
stellung wird physikalische Therapie an- 
gewandt, da die Beugung des erkrankten 
Gelenkes im Anfang schwierig ist. Bei 
schwerverletzten Gelenken mit Zerreis- 
sung der Seitenbaender, bei Kranken mit 
infektioeser Gelenkentzuendung oder bei 
aelteren Leuten, die eine Neigung zur 
Gelenksversteifung haben, ist die Anwen- 
dung der Schiene nicht zu empfehlen. 


RESUMEN 


Como consecuencia de la ruptura de la 
lengiieta central del tendén extensor en 
la base de la falange media (segunda 
falange), ocurre la flexién en la articu- 
lacién digital media (primera _inter- 
falangica), separandose las dos lengiietas 
laterales del extensor para abrir el ojal 
a traés del cual es impelido el nudillo. 
El tratamiento temprano recomendado es 
la férula de yeso, con fijacién de la 
mufieca y en extensién las dos articu- 
laciones digitales proximales, dejando 
libre la articulacién distal.'! La experiencia 
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VAN DEMARK: SPLINT FOR BUTTONHOLE RUPTURE 


con este método ensefia que el aparato de 
yeso ordinariamente se ensucia, humedece 
y resquebraja, no siendo factible la lim- 
pieza adecuada de la mano. Con objeto de 
eliminar estos inconvenientes, el autor ha 
usado por varios afios una férula metalica 
especial que ha contruido con la asistencia 
técnica del senor Robert E. Lane y asoc- 
iados. Como indica la ilustracién, las dos 
falanges proximales sélo se mantienen en 
extensién por tiras de aluminio incom- 
pletas y ajustables. La extremidad proxi- 
mal de la férula esta cubierta con cuero 
y fijada al antebrazo con dos correas de 
cuero, manteniendo la munca en el grado 
de extensién que se desee. Una tira de 
cuero con una hebilla en el area meta- 
carpal distal puede aflojarse desde luego, 
para permitir la limpieza de la palma y 
el dorso de la mano; instruyéndose al 
paciente de que no debe aflojar mas de 
una correa al mismo tiempo para la 
limpieza de la mano y el antebrazo. La 
férula es ordinariamente individualizada 
para cada paciente, dado que pequenas 
variaciones son  necesarias para los 
diversos dedos asi como variantes en el 
tamafio de la mano y antebrazo del 
paciente. La construccién del aparato es 
sencilla, relativamente barata, ligera en 
peso y no voluminosa, pudiéndose aboto- 
nar prontamente sobre el mismo la manga 
de la camisa de la extremidad afectada. 

Los resultados de su uso terapéutico 
han sido uniformemente buenos en pacien- 
tes comprensivos con lesiones tiicas de 
una semana o menos de duraci6én. Se ha 
aplicado fisioterapia después del periodo 
de inmobilizacién, dado que la flexién de 
la articulacién afectada es al principio 
dificil. La férula no ha sido usada ni se 
recomienda en casos de articulaciones 
gravemente traumatizadas con ruptura 
de los ligamentos colaterales, pacientes 
con artritis infecciosa 0 personas de edad 
en quienes las articulaciones tienden a la 
anquilosis. 

RIASSUNTO 


La rottura del fascio centrale del 
tendine estensore alla base della seconda 


iat 


falange é seguita dalla flessione dell’arti- 
colazione media del dito; l’allontamento 
dei due fasci laterali determina la forma- 
zione di un’asola attraverso la quale pro- 
trude la nocca. 

La cura precoce pili raccomandata é la 
immobilizzazione con stecca gessata del 
polso e delle due articolazioni prossimali 
del dito in estensione, lasciando libera 
l’articolazione distale. 

L’esperienza pratica, tuttavia, dimostra 
che di solito tale apparecchio si sporca, si 
inumidisce e si spezza, poiché non si pud 
ottenere una sufficiente pulizia della mano. 

Per eliminare questi inconvenienti io 
uso da diversi anni una speciale stecca 
metallica, costruita con l’assistenza tec- 
nica di Mr. Robert E. Lane e collaboratori. 
Come si vede dalla figura, soltanto le due 
falangi prossimali vengono mantenute in 
estensione per mezzo di striscie di allum- 
inio incomplete e regolabili. L’estremo 
prossimale dell’apparecchio é rivestito di 
cuoio e fissato all’avambraccio con due 
cinghie pure di cuoio, cosi da mantene- 
re il polso nel grado di estensione deside- 
rata. Una striscia di cuoio con fibbia, nella 
regione distale del metacarpo, pud venire 
rapidamente slacciata per permettere la 
pulizia del palmo e del dorso della mano; 
il paziente sa che non deve slacciare pil 
di una cinghia per volta quando vuol 
pulire l’avambraccio o la mano. L’appa- 
recchio viene adattato ad ogni paziente, 
poiché sono necessarie variazioni minime 
per le varie dita e per le varie dimensioni 
dell’avambraccio e della mano. 

L’apparecchio é di costruzione semplice, 
non costoso, leggero e non ingombrante; 
vi si pud facilmente abbottonare sopra la 
manica della camicia. 

I risultati ottenuti con esso sono sempre 
stati buoni, in pazienti con lesioni tipiche, 
datanti da una settimana o meno. Dopo 
l’immobilizzazione si pratica la fisioter- 
apia, perché la flessione dell’articolazione 


lesa é all’inizio difficile. L’apparecchio non 


é stato usato (né puod essere consigliato) 
nelle gravi fratture articolari con rottura 
dei legamenti, nei pazienti con artrite in- 
fettiva e neppure nei vecchi con tendenza 
all’anchilosi. 
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SUMARIO 


Em consequencia de rotura do folhéto 
central do tendaéo extensOr na base da 
falange média océrre flexao da articulacao 
do dedo medio; os dios extensores laterais 
separam-se para abrir a abotoadura 
atravéz da qual a junta faz saliencia. O 
tratamento procédce recomendado e a 
fixacao em tala gessada do punho e das 
duas articulacdes proximais dos dédos em 
extensao, a articulacéo distal sendo 
deixada livre.! A experiencia pratica com 
este método demonstra que o gésso usual- 
mente se torna sujo, molhado e quebra- 
dico; a limpéza adequada da mao é inex- 
equivel. Para evitar esses inconvenientes 
eu tenho usado por muitos anos uma tala 
de metal especial que construi com a 
assistencia tecnoca de Robert E. Lane e 
seus assistentes. Como a ilustracao indica, 
as 2 falanges proximais s&o somente 
mantidas em extensado por faixas de 
aluminio incomplétas e ajustaveis. A ex- 
tremidade proximal da tala é coberta com 
couro efixada ao antebraco por meio de 
duas correias, ficando o punho no grau 
de extenséo desejado. Uma tira de couro 
estabilizad6ra com uma fivéla na area 
metacarpiana distal péde ser prontamente 
afrouxada, de mdédo a permitir a limpéza 
da palma e do dérso da mao; 0 paciente é 
instruido para nao desafivelar mais do 
que uma correia de cada vez emquanto 
limpa a mA@o e 0 ante-braco. A tala é usual- 
mente individualizada para cada paciente, 
desde que as menores variacées sao neces- 
sarias para os varios dédos, tanto quanto 
como para os respectivos antebraco e mao. 
O aparélho é simples de construir, relativ- 
amente inexpensivo, leve em péso e nao 
voluméso; a manga da camisa da extrem- 
idade afetada é facilmente abotoada sobre 
ele. 

Os resultados com seu uso tem sido 
uniformemente bons em pacientes cooper- 
ativos com lesées tipicas de uma semana 
de duracéo ou menos. Depois do periodo 
de imobilizacéo medidas fisioterapicas sao 
aplicadas, em razéo de que a flexao da 
junta afetada é, 4 principio, difical. A tala 


nao temsido usada, nem é recomendada 
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para articulacdes gravemente traumati- REFERENCES 


zadas com rotura dos ligamentos colla- 1: Bunnell, S.: Surgery of the Hand. Phila- 


berais, em pacientes com artrite infeciosa delphia: J. B. Lippincott, Co., 1948, p. 668 ; 
ou em pessdas idosas nas quais a articu- - Watson-Jones, R.: Fractures and Joint In- 
P q juries. Baltimore: i Williams and Wilkins, 1944, 


lagéo tende a anquilosar. p. 595. 
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operated on a woman who was in 
severe shock from intra-abdominal 
bleeding. They delivered first the left 
adnexa and found an unruptured tubal 
pregnancy in the left side. Since there 
was no bleeding on this side, they im- 
mediately investigated the right tube 
which proved to be ruptured and actively 
bleeding. Microscopic examination 
showed a freshly ruptured ectopic preg- 
nancy in the right tube; the left tube con- 
tained clotted blood; areas of necrosis and 
fibrous tissues interspersed among fairly 
well preserved placental tissue and de- 
cidua, with infiltration of polymorphonu- 
clear leukocytes. This, then, represents a 
proved case of a freshly ruptured tubal 
pregnancy in one tube and an old tubal 
pregnancy in the opposite tube, both of 
which were found during the same opera- 
tion. 
The case to be reported is similar in 
some respects, though different in many 
ways. 


O N JAN. 19, 1938, Behney and Hanes 


REPORT OF CASE 


On May 6, 1946, a white woman 33 years 
of age, was seen in the office for the first time. 
She had given birth to 1 child on Oct. 16, 
1944; she had had no miscarriages and no 
previous operations; she had suffered from 
premenstrual tension and headache, and she 
menstruated every thirty days over a period 
of four to six days. 

At the time of her first visit she reported 
that her last menstrual period had started 
on March 3, 1946. She was nauseated. The 
uterus was enlarged to the size of a two 
months’ pregnancy and was soft. On June 
17 she reported slight bleeding that lasted 
five days, with no pain. During the first week 
of July she bled for seven days. In August 
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there was normal bleeding of five days’ dura- 
tion. On August 16 pelvic examination re- 
vealed a uterus of normal size, shape and posi- 
tion, freely movable and without pain. The 
adnexa appeared normal in size and with- 
out pain on palpation. There was no abdomi- 
nal pain or tenderness. In August and Sep- 
tember she bled at normal intervals, for three 
days each time. There was bleeding in Octo- 
ber, which was one week late but otherwise 
normal. The patient bled from December 8 
until January 8, 1947. On January 9 she saw 
another physician who recommended curette- 
ment on account of a probable incomplete 
abortion. Before she was hospitalized, how- 
ever, the bleeding had stopped, and nothing 
was done. The subsequent menstrual periods 
occurred from January 27 to 31; February 
21 to 26, and March 21 to 23. 

For the first time since August 1946, the 
patient visited my office on May 13, 1947, 
which was about two months after her most 
recent menstrual period. She stated that bleed- 
ing had started one week before and that 
she had been bleeding slightly since. There 
was pain in the right lower quadrant of the 
abdomen, radiating into the right thigh. The 
uterus was soft and somewhat enlarged. It 
was freely movable without pain in spite of 
the fact that the right adnexae, which were 
enlarged and very tender, were fixed in the 
cul de sac; pulsation in the right adnexal 
mass could be felt in the cul de sac. Hos- 
pitalization was advised but was delayed until 
the afternoon of May 16. On May 17 the first 
morning urine was obtained for a Friedman 
test, which on May 19 was reported as giving 
a positive result. On the patient’s admission 
to the hospital abdominal and pelvic exami- 
nations showed no abdominal distention or 
rigidity; pain and tenderness over the right 
lower quadrant of the abdomen; moderate, 


' very dark vaginal bleeding; cervix normal, 


hard; uterus enlarged, very painful to touch, 
too painful for any attempt to move it. On 
the right, in the cul de sac, there was a mass 
about 5 cm. in diameter, not movable and ex- 
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tremely tender. 

The blood count per cubic millimeter showed 
4,090,000 erythrocytes, with 84.4 per cent 
hemoglobin; 8,200 leukocytes, with 76 poly- 
morphonuclears and 24 lymphocytes. 

Operation was performed on May 19. After 
a Pfannenstiel incision a small amount of 
tar-colored blood was noted in the abdomen. 
It was partly syrupy liquid and partly coagu- 
lated. The right tube was transformed into 
a hematocele, 7 cm. long and 3 em. thick. 
Both ovaries were normal. The right tube 
was removed. On examination of the left ad- 
nexa it was noted that the left tube con- 
tained a hard, grayish spindle-shaped tumor 
at its ampullary end. The tumor was about 2.5 
cm. long and a little less than 1 cm. wide. 
Proximal to this swelling the left tube ap- 
peared normal. Since the patient was very 
desirous of having another baby, the distal 
enlarged portion of the tube was amputated 
and a chromic No. 1 catgut thread was passed 
into the proximal part of the tube. The cat- 
gut thread was introduced easily down to the 
salpingo-uterine junction but could not be 
passed farther into the uterus. No attempt 
was made to do a formal salpingostomy. A 
routine appendectomy was done. The patient 
received penicillin prophylactically for four 
days. Her recovery was uneventful, and she 
i discharged on the sixth postoperative 
ay. 

Pathologic Report.—The specimen the ap- 
pendix, one fallopian tube and half of the 
other. Both tubes were distended, injected 
and edematous, and both were the sites of 
a dull, spongy, greyish red mass that was 
anchored to the mucosal surface. One mass 
measured approximately 25 mm. and the other 
approximately 55 mm. The walls of both tubes 
were thin, and there was no definite gross 
evidence of rupture. However, the larger 
mass extruded a spongy, friable tissue from 
the fimbrial end. In addition, there was a 
moderate amount of partially organized blood 
clot. The smaller mass was darker than the 
larger, and there was a margin of yellowish 
gray organized blood clot separating the mass 
from the mucosa. The consistency was fairly 
firm. Only one straight incision was made 
through both specimens so as to preserve the 
gross appearance. The appendix measured 77 
by 5 to 6 mm. and showed no significant gross 
change. 

Microscopic examination of both tubes 
showed placental tissue. The sections from 
the smaller tube showed degenerated, non- 
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viable, partially necrotic placental elements 
adherent to an edematous mucosa. There was 
marked interstitial edema through the tube, 
with focal areas of leukocytic infiltration. 
Examination of the larger tube showed viable 
placental elements with extensive organized 
blood clot. There was diffuse and intense 
leukocytic infiltration throughout the tubal 
wall, with interstitial edema and hyperemia. 
In addition, there were focal areas of inter- 
stitial hemorrhage. 

Diagnosis—The diagnosis was bilateral 
tubal pregnancy (Dr. Hart). 


COMMENT 


Simultaneous extrauterine and intra- 
uterine pregnancy is the most frequent 
form of tubal pregnancy coexisting with a 
second pregnancy. Sloat and Peterson in 
1938 reported 1 such case and listed 323 
from the literature. 

Less frequent and indeed rather uncom- 
mon are bilateral simultaneous tubal 
pregnancies. In one of the latest reports 
on this subject by Lee and Stone, these 
authors recorded 1 such case in addition 
to 78 previous cases. 

The type of case reported here, a case 
of bilateral nonsimultaneous but coex- 
istant tubal pregnancies, is either very 
rare or has rarely been reported, since 
only 1 detailed case of this nature could 
be found. 

SUMMARY 

The case is reported of a woman who 
had amenorrhea for three months, with 
nausea and enlargement of the uterus, 
and was thought to be pregnant. This was 
not the case, but after the episode she had 
menstrual irregularities. About one year 
later she had a right tubal pregnancy. At 
operation for this condition it was noted 
that, in addition to the pregnancy in her 
right tube, her left tube revealed an 
older ectopic pregnancy, occuring during 
the time when she was supposed to have 
been pregnant before. This older ectopic 
pregnancy had run a silent course. 

Symptomless tubal pregnancies are not 
as rare as is supposed. There is no way 
to diagnose this condition unless one dis- 
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covers it accidentally at operation, as 
happened in this case and in 1 other case 
cited (see text). 

RESUME 


On rapporte le cas d’une femme ayant 
une période d’aménhorrée de trois mois 
avec augmentation de volume de |’utérus 
et nausées; on la croyait enceinte. Mais 
ce n’était pas le cas, aprés cet épisode elle 
était menstruée irréguliérement. Un an 
aprés elle eut une gorssesse tubaire 
typique. On l’opéra et on trouva qu’elle 
avait une grossesse tubaire dans sa 
trompe droite et que sa trompe gauche 
était le témoin d’une grossesse ancienne 
qui devait avoit eu lieu au moment ou elle 
était censée étre enceinte la premiére fois. 
Cette grossesse ectopique gauche ancienne 
était restée silencieuse. 


CONCLUSIONS 


Les grossesses tubaires asymptoma- 
tiques ne sont pas si rares qu’on le croit. 
Il n’y a pas moyen de faire un diagnostic 
dans les conditions 4 moins de faire une 
découverte opératoire accidentelle, comme 
il nous est arrivé dans ce cas. (Et dans 


un autre cas cité dans le texte original.) 


RESUMEN 


Se comunica el caso de wna mujer 
amenorreica por 3 meses, con crecimiento 
uterino y nausea, de quien se pens6 estaba 
embarazada. No se trat6 de esto pero 
después de este episodio tuvo irregulari- 
dades menstruales. Un afio después aprox- 
imadamente tuvo un embarazo tubario 
derecho tipico. Al ser operada se encontr6é 
por el mismo se encontro un embarazo 
tubario derecho y un embarazo ectdépico 
muy anterior en la trompa izquierda, que 
debe haber ocurrido en la época en que 
se supuso estaba embarazada la paciente. 


Este embarazo izquierdo habia evolu-— 


cionado silenciosamente. 
Conclusiones: Los embarazos tubarios 
asintomaticos no son tan raros como se 
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supone. No existe medio para diagnos- 
ticarlos con excepcién de su descubrimi- 
ento operatorio accidental, como sucedié 
en este caso y en otro mas citado (ver 
texto). 

ZUSAM MENFASSUNG 


Es wird der Fall einer Frau berichtet, 
die drei Monate lang keine Menstruation 
hatte, eine Vergroesserung der Gebaer- 
mutter aufwies und unter Uebelkeit litt. 
Sie wurde fuer schwanger gehalten, was 
sich als unzutreffend herausstellte. Nach 
dieser Episode war die Menstruation der 
Kranken unregelmaessig. Etwa ein Jahr 
spaeter trat eine typische rechtsseitige 
Tubenschwangerschaft auf. Bei der des- 
wegen vorgenommenen Operation, stellte 
sich eine rechtsseitige Tubenschwanger- 
schaft heraus; gleichzeitig wies die linke 
Tube eine aeltere ektopische Schwanger- 
schaft auf, die zur Zeit, als die Patientin 
zum ersten Male Schwangerschaftssymp- 
tome aufwies, eingesetzt haben muss. 
Diese aeltere ektopische Schwangerschaft 
hatte einen “stillen’” Verlauf genommen. 


SCHLUSSFOLGERUNGEN 


Symptomlose Tubenschwangerschaften 
sind nicht so selten wie angenommen 
wird. Es gibt keine Moeglichkeit, die 
Erkrankung zu diagnostizieren, wenn man 
sie nicht gelegentlich einer Operation 
zufaellig entdeckt, wie es in dem hier 
berichteten und in einem weiteren zitier- 
ten Falle geschah [siehe Text]. 


SUMARIO 


E’ relatado o caso de uma mulher que 
tinha emenorréia ha tres meses, com 
aumento do utero e nausea e que era tida 
como gravida. Isso nao era veridico, mas 
depois desse episodio ela teve irregulari- 
dades menstruais. Cérca de um ano apés 
ela teve uma pregnez tipica da trompa 
direita. Durante a operacao foi verificado 
aue ela tinha prenhéz tubar a direita « 
que sua trompa esquerda continha umé 
prenhez ectépica mais antiga, a qual deve 
ter occorrido durante o tempo em que ela 
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estava supostamente gravida. Esta pren- 
hez ectopica mais antiga havia tido um 
curso silencidéso. 


CONCLUSOES 


Prenhézes tubarias silenciosas nao sao 
ta6 raras como se supde. Nao ha meio de 
diagnosticar esta condicéo 4 menos que 
ela seja descoberta acidentalmente em 
operacéo, como aconteceu no presente 
caso e em outro tamben citado (vér no 
téxto). 

RIASSUNTO 


Viene riferito il caso di una donna che 
aveva avuto per tre mesi amenorrea, 
nausea, ingrossamento dell’utero, cosi che 
pensava di essere gravida. Ma non era 
cosi: comparvero, in seguito, irregolarita 
mestruali, e -dopo un anno- una gravi- 
danza tubarica destra. 

Operata, si trovd una gravidanza nella 
tuba destra, mentre la tuba _ sinistra 
ospitava una gravidanza pili antica, prob- 
abilmente quella stessa sospettata in 
passato e decorsa silenziosamente. 


SPIER: TUBAL PREGNANCIES 
CONCLUSIONI 


La gravidanza tubarica senza sintomi 


non @ cosi rara come si crede. Non vi é 
modo di porre la diagnosi, a meno di 
scoprirla incidentalmente durante un in- 
tervento. 

Questo é quanto é accaduto nel caso 
riferito e in un altro caso citato. 
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Dr. Custis Lee Hall 
1888—1951 


As the Journal goes to press, we are apprised of the death of 
Dr. Custis Lee Hall, F.A.C.S., F.I.C.S. 
Vice-President, International College of Surgeons 
Past President, United States Chapter 
Particulars will appear in the December issue of the Journal. 
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The United States Chapter 


of the 


International College of Surgeons 


in cooperation with 


The Cook County Graduate School of Medicine 


takes pleasure in announcing 


Preassembly Postgraduate Courses 
in 
General Surgery, Gynecology and Obstetrics, Orthopedic 


Surgery, Urology, Proctology and Basic Sciences in 
Clinical Surgery 


JULY 14-26, 1952 
to be held at the 


Cook County Graduate School of Medicine 


For full details, address the Secretary, Preassembly Postgraduate Courses, 


International College of Surgeons, 1516 Lake Shore Drive, 
Chicago 10, Illinois. 


* * 


For other postgraduate courses, see the following pages. 
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Editorial 


The International College of Surgeons: 
A Teaching Institution 


marily by Webster as a group of per- 

sons of similar interests, engaged in 
collaborative pursuits. The educational 
connotation apparently originated later, 
broadening and deepening the original 
concept. To the International College of 
Surgeons both definitions may be applied; 
the College is indeed a group—a world- 
wide association—of like-minded persons 
devoted to common interests and en- 
deavors, but it is more than that. It is a 
teaching institution, and as such main- 
tains the highest standards of instruction 
and evaluation. 

There is no field of effort in which the 
need of further knowledge does not in- 
crease with the passage of time. Preemi- 
nently in science and specifically in surg- 
ery, this need is imperative and cannot 
be ignored. The International College of 
Surgeons has never ignored it. Effort and 
study are required to qualify for member- 
ship; continued effort and study are no 
less necessary for the maintenance of Col- 
lege standards. The biennial International 
Assembly, the annual Assembly of the 
United States Chapter and all of the vari- 
ous section meetings offer outstanding 
educational experiences and provide both 
members and guests with new points of 
departure and approach in thinking. 

The College has recently added to its 
basic educational program a remarkably 
effective teaching device, the Film Forum, 
which will be an integral part of the An- 
nual Assembly of the United States Chap- 
ter from now on. Film Forum speakers 
lecture on selected surgical topics, the in- 
struction being simultaneously illustrated 
and made memorable by motion pictures 


[om word “college” is defined pri- 


of actual procedures. The Film Forum 
Premiére, which took place at the recent 
Assembly in Chicago, brought forth tre- 
mendous enthusiasm. 

Now, as a further expansion of College 
educational facilities, a series of postgrad- 
uate courses will be offered. Two days of 
intensive instruction, given in collabora- 
tion with the Cook County Graduate 
School, will be available in July 1952 (see 
preceding page). The German chapter 
will present a four-week postgraduate 
course in several of the most important 
surgical fields (see p. 660 et seq.). 

It will be observed that the instructors 
in these courses are men of distinction 
and authority in their several fields. We 
may look forward to sessions that are 
not only of practical value but intellectu- 
ally stimulating and provocative of new 
ideas. Expansion and elaboration will 
naturally follow, for the College has 
already proved itself dynamic in the ex- 
treme. Its rapid growth alone attests to 
that. 

Growth, however, is far from being the 
sole criterion of an organization’s worth. 
The true strength of the International Col- 
lege of Surgeons arises from the spirit 
that pervades its membership, a combina- 
tion of impartial scientific interest and 
profound concern with the humanitarian 
side of surgery. This is the spirit in which 
the College was founded; it is the spirit 
that has been maintained by a devoted 
membership wherever a chapter of the 
College exists; and it is the spirit which, 
God willing, will rise above all obstacles in 
the future as it has done in the past. 
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Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The tenta- 
tive date for the beginning of the course is 
January 14, 1952. The following subjects will 
be presented: 

1, Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

a. Modern methods of anesthesia in chest 
surgery, with practical demonstrations 


b. Bronchoscopy 

c. Bronchography 

d. Intubation 

e. Postoperative care of the Bronchial Tree - 

f. Operative treatments of Carcinoma of 
the Lungs 

g. Operative treatments of Bronchiectasis 

h. Operative treatment of Pulmonary 


Tuberculosis 


School of Medicine 


Courses Offered by the German Chapter, International College 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


of Surgeons 


i. Operative treatments of tumors of the 
Mediastinum 

j. Surgery of the Esophagus and Cardia 

k. Operative treatment of congenital and 
acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 

2. Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

c. Evaluation of Dragsted’s operation and 
sympathectomy 

3. Urologic Surgery. Given by Prof. Dr. Hans 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg- 

Wandsbek. 
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. Cystoscopy 

. Pyelography 

. Roentgen diagnosis of diseases of the 
Kidneys 

. Endoscopic operative procedures in tu- 
mors of the Bladder 

. Tumors of the Prostate (particularly 
hypertrophy ) 
Prostatectomy 
1. Freyer’s method 
2. Millin’s procedure 
3. Harris’ method 

g. Total cystectomy for carcinoma of the 
bladder 

h.. Miscellaneous subjects. 

. Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 

a. Theoretic Considerations of Medullary 
Nailing 
Indications for Medullary Nailing 

- Bones of the Leg, Arm and Forearm 

. Medullary Nailing in Operations for 
Pseudo-Arthrosis 

. Operative Technic 

f. Film Presentation 


Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 


the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 
Tuition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 
For those residing in the United States, 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 


Vierwochigen Fortbildungskurs 


Deutsche Chapter, International 
College of Surgeons 


Das Deutsche Chapter des International Col- 
lege of Surgeons beabsichtigt, einen vierwéchi- 
gen Fortbildungskurs fiir junge Arzte und 
Chirurgen zu halten. Folgende Hauptthemen 
sind vorgesehen: 

1, Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 


POSTGRADUATE COURSES 


tischen Uebungen 
. Bronchoskopie 
. Bronchographie 
. Intubation 
. Post-Operative Bronchialtoilette 
Die Operative Behandlung des Lungen- 
carcinoms 
. Der Bronchiektasen 
. Der Lungentuberkulose 
i. Die Geschwiilste des Mediastinums 
j. Die Chirurgie des Oesophagus und der 
Cardia 
. Die Chirurgie der Angeborenen und der 
erworbenen Herzfehler (Fallot’sche Tet- 
ralogie, Ductus Botalli, Coarctation der 
Aorta, Pulmonalstenose, Mitralstenose, 
Aortenklappenstenose, Angina pectoris) 
. Chirurgie des Magens: Prof. Dr. G. E. 
Konjetzny, Direktor Emeritus der Chirur- 
gischen Universitats-Klinik und Poliklinik, 
Hamburg-Eppendorf 
a. Pathologische Anatomie und Patho- 
logische Physiologie des Magengeschwiirs 
b. Die Operationen am Magen 
ce. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 
. Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt, der Chirurgische-Urolo- 
gischen Klinik des Allgemeines Kranken- 
haus, Barmbek. 
a. Cystoskopie 
b. Pyelographie 
c. Rontgendiagnose der Nierenerkrankun- 
gen 
d. Operative endoskopische Eingriffe bei 
Blasentumoren 
e. Prostatahypertrophie 
f. Die Prostektomie nach Freyer, nach Mil- 
lin und nach Harris 
g. Die totale Cystektomie beim Blasencar- 
cinom 
h. Miscellany 
. Die Marknagelung von Frakturen Langer 
Rohrenknochen: Prof. Dr. Gerhard Kiints- 
cher, Chefarzt der Chirurgische Abteilung 
Kreiskrankenhaus Schleswig 
a. Theoretische Grundlagen der Marknage- 
lung 
b. Indikationen die Oberschenkelmarknage- 
lung 
ce. Die Unterschenkelmarknagelung Ober- 
arm und Unterarmmarknagelung 
d. Die Marknagelung bei Pseudarthrosen- 
operationen 
e. Operationstechnik 
f. Filmvorfiihrungen 
Die Zeit: Voraussichtlicher Beginn des Kurses 


: 
Hee 


am Montag 14 Januar 1952 

Ort des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitiats-Klinik. 

Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 

Kosten: Kosten fiir Angehdrige europaischer 
Staaten DM 100. 

Kosten fiir Angehorige der U.S.A.. der 
Mittel und Siidamerikanischen und Canada 
Staaten 100 Dollar. 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetazny: Prof. Dr. Hans T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Januar 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgischen Uni- 
versitats-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 


du College International 


des Chirurgiens 


Le Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1. Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie a Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 

chirurgie thoracique, avec démonstrations 

pratiques 

b. Bronchoscipe 

¢. Bronchographie 

d. Intubation tracheale 

c. Traitement post-opératoire en 
d’arbre bronchique 

{. Traitement chirurgicale des cancers du 
poumon 

g. Traitement chirurgicale des dilatations 
des bronches 

h. Traitement chirurgicale de la tubercu- 
lose pulmonaire 

i. ‘Traitement chirurgicale des tumeurs du 
médiastin 

j. Chirurgie de Pésophage et du cardia 

k. Traitement chirurgicale cardio- 


matiére 


pathies congénitales et acquises (‘Tétra- 
logie de Fallot, Persistance du Trou de 
Botal. Sténose de VIsthme de 1] Aorte. 
Retrécissement de 


lOrifice Aortique, 
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Angine de Poitrine) 

2. Chirurgie Gastrique. Par Monsieur le Prof- 
esseur G. E. Konjetazny, Directeur Emérite 
de la Section de Chirurgie 4 l'Université de 
Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 

b. Chirurgie gastrique 

c. Discussion de la valeur de !Opération de 

Dragstedt et de Ja Sympathectomy 

3. Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 

a. Cystoscopie 

b. Pyélographie 

c. Radiologie dans de diagnostic des mala- 
dies rénales 

d. La Chirurgie endoscopique des tumeurs 
de la vessie 

e. Les tumeurs de la prostate 

f. Prostatectomie 
1. Par la méthode de I’reyer 
2. Par la méthode de Millin 
3. Par la méthode de Harris 

g. Cystectomie totale pour cancer de la 
vessie 

h. Sujets divers 

4. L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur l’enclavage 

médullaire 
b. Les indications de l’enclavage médullaire 
c. Os de la jambe, du bras et de ]’avant bras 
d. Le traitement des Pseudarthrosis par 
Venclavage médullaire 
e. Téchnique opératoire 
f. Présentation de films. 

Date: La date prévue pour le début du cours 
est le 14 janvier 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés 4 la 
Clinique Chirurcale de Université de Ham- 
burg. Le cours d’Urologie sera donné a 
lAllegemeines Krankenhaus, Barmbeck. 
Hamburg-Wandsbek. 

Inscriptions: Pour ceux habitant Europe, 
inscription sera de 100 DM. 

Pour ceux habitant les  Stats-Unis, 
l’Amerique Centrale et du Sud et le Canada. 
I'Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de demon- 
strations pratiques. de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 
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Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny et hans T. 
Junker. 

Les demandes de renseignements et les in- 
scriptions seront recues jusqu’au le Janvier 
1952, et devront étre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Les 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


E] Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién. La 
siguiente materi sera presentada. 

1. Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 
a. Metodos modernos de _ anestesia en 

cirugia de torax, con demonstraciones 
practicas 
Broncoscopia 
Broncografia 
. Intubacién 
Cuidado post-operatorio del Arbol Bron- 
quial 
Tratamiento quirurgico del Carcinoma 
del Pulmén 
Tratamiento quirurgico de la bronquiec- 
tasia 
Tratamiento quirurgico de la Tuberculo- 
sis pulmonar 
Tratamiento quirurgico de los tumores 
del mediastino 
Cirugia del esofago y cardias 
Tratamiento quirurgico de enfermedades 
cardiacas congenitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris) 
Cirugia del Estémago: Explicada por el 
Profesor Dr. G. E. Konjetzny, Director 
Emerito del Departamento de Cirugia de la 
Universidad de Hamburgo. 
a. Anatomia y fisiologia patologica de la 

Uulcera gastrica 

Operaciones del estomago 

Evaluacién de la operacién de Dragstedt 

y la simpatectomia 

Cirugia Urologica: Explicada por el Prof. 


3. 
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Dr. Hans T. Junker, Jefe de la Clinica 
Urologica, Allgemeines Krankenhaus Barm- 
beck, Hamburg-Wandsbek 

a. Cistoscopia 

b. Pielografia 

¢. Diagnostico Radiologico de las Enferme- 
dades de los Riftones 
Tenicas operatorias 
tumores de la vejiga 
Tumores de Ja prostata (Particularmente 
la hipertrofia) 

Prostatectomia 

1. Metodo de l'reyer 

2. Metodo de Millin 

3. Metodo de Harris 
Cistectomia total en Carcinoma 
vejiga 

h. Temas Miscelaneos 

Aplicacién Medular de Clavos en Fractures 
de los Huesos Largos: Explicada por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 
Consideraciones teoricas sobre aplica- 
cién medular de clavos 

Indicaciones 

Huesos de la pierna, brazo y antebrazo 
Aplicacién de clavos en pseudo-arthrosis 
Tecnocas operatorias 

Presentacion de Peliculas 


endoscopicas — en 


2. de la 


a. 


Techa: La fecha aproximada para el comienzo 
del curso es Enero 14, 1952 
Lugar: Los cursos de post-graduado en cirugia 
de torax y est6mago se Ilevaran a cabo en 
las clinicas, quirurgicas de la Universidad 
de Hamburgo. El curso en cirugia urologica 


se ofrecera en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el 
costo serd de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetazny, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kiintscher. 

Solicitudes de Matricula: Solicitudes de matric- 
ula para los cursos de post-graduados seran 
aceptadas hasta Enero 1, 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius, 
Jefe del Departamento Quirurgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 
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Corsi per Laureati Offerti Dalla 
Sezione Tedesca 


dell’ International 
College of Surgeons 


La Sezione Tedesca dell’ “International Col- 
lege of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 

1. Chirurgia Todcica: Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’Universita d’Amburgo, ed i suoi as- 
sistenti. 

a. Metodi moderni d’Anestesia in chirurgia 
toracica, con dimostrazioni pratiche 


b. Broncoscopia 

c. Broncografia 

d. Intubazione 

e. postoperatoria dell’albero bron- 
chiale 

f. Trattamento operatorio del cancro del 
polmone 

g. Trattamento operatorio delle bronchie- 
tasie 

h. Trattamento operatorio della tubercolosi 
polmonare 

i. Trattamento chirurgico di tumeri del 
mediastino 

j. Chirurgia dell’esofago e del cardia 

k. Trattamento operatorio delle cardiapatie 


congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 
2. Chirurgia Dello Stomaco: Prof. Dott. G. E. 
Konjetzny, Direttore Emerito della Clinica 
Chirurgica dell’Universita d’Amburgo 
a. Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 

b. Interventi sullo stomaco 

ec. Valutazione dell’intervento di Dragstedt 
e simpaticectomia 
3. Chirurgia Urologica: Prof. Dott. Hans T. 
Junker, Capo della Clinica Urologica, All- 
gemeines Krankenhaus, Barmbeck, Amburgo- 
Wabdsbej 
a. Cistoscopia 
b. Pielografia 
c. Diagnosi radiologica delle malattie del 
rene 

d. Procedure operatorie endoscopiche dei 
tumori della vescica 

e. Tumori della prostata (particolarmente 
ipertrofia ) 

f. Prostatectomia 
1. Metodo di Freyer 
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2. Metodo di Millin 

3. Metodo di Harris 
g. Cistectomia totale nel carcinoma della 

vescica 
h. Argomenti vari 

4, Trattamento Delle Fratture Delle Ossa 
Lunghe Con il Metodo Delle’ Inchiodamento 
Intramidollare 
a. Considerezioni teoriche 
b. Indicazioni 
ce. Applicazioni all’arto superiore in- 

feriore 

Applicazioni in casi di pseudoartrosi 

Tecnica operatorie 

. Prezentazione di radiogrammi 

La Data: La data probabile dell’inizio del 
corso e il 14 Gennaio 1952 

La Situazione: I corsi di chirurgia toracica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 

Tassa: Per quelli che risiedono in Europa, la 
tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti. 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

I Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

I Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 

corsi per laureati saranno ricevute sino al 1 

Gennaio 1952 e devono essere indirizzate al 

Prof. Dott. Albert Lezius, Direttore della 

Clinica Chirurgica, Universita d’Amburgo, Am- 

burgo-Eppendorf, Germania. 


Cursos de Post-Graduacao Oferecidos 
Pelo Capitulo Alemao 


do Collegio Internacional 
de Cirurgioes 


b. Broncoscopia 
de Cirurgioes esta organizando um curso de 
post-graduacao de quatro semanas. Os seguit- 
tes assuntos serao apresentados: 
1, Cirurgia do Thorax. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 


tentes. 
a. Metodos modernos de anestesia e10 
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cirurgia torax com demonstracoes pra- 
ticas 
Broncoscopia 
Broncografia 

. Intubacao 
Cuidados 
bronquial 
Tratamentos operatorios do carcinoma 
dos pulmoes 
Tratamentos operatorios da bronquiec- 
tasia 
Tratamento operatorio da _tuberculose 
pulmonar 
Tratamento operatorio de tumores do 
mediastino 
Cirurgia do esofago e do cardia 
Tratamento operatorio de doencas car- 
diacas adquiridas ou congenitas (Tetra- 
lagia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estenose de valvula 
aortica, angina pectoris) 

. Cirurgia do Estomago. Dado pelo Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 

a. Anatomia patologica e psiologia pato- 
logica da ulcera gastrica 

b. Operacoes sobre 0 estomago 

c. Julgamento do operacao de Dragstedt e 
simpatectomia 

. Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 

Cistoscopia 

Pilografia 

Diagnostico radiologico das doencas dos 
rins 

Processos operatorios endoscopicos em 
tumores da bexiga 

Tumores da prostata (particularmente 
hipertrofia) 

Prostatectomia 


pos-operatorios de  arvore 
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1. Metodo de Freyer 

2. Metodo de Millin 

3. Metodo de Harris 
h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 

4, Fixacao de Fraturas de Osos Longos por 
Cravejamento Metalico Medular: Dado pelo 
Prof. Dr. Gerard Kuntscher, Chirurgiao en 
Chefe, Kreiskrankenhaus, Schleswig. 

a. Consideracoes teoricas sobre craveja- 
mento metalico medular 

b. Indicacoes para cravejamento metalico 
medular 

c. Osos de perna, braco y ante braco 

d. Cravejamento medular em _ operacoes 
para pseudo-artrosis 

e. Tecnica operatoria 

f. Film 

A Data: A data provanel para inicio do curso 
e 14 Janeiro de 1952. 

Sitio: Cursos pos-graduados em Cirurgia do 
Estomago e do Thorax serao dados na Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos_ Estados 
Unidos, Central e Sul'America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stracaes practicas, aulas e operacaes dadas 
por professores e post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerhard Kuntscher. 

Informacaes e registro para os cursos de pos- 
graduacao serao recebidas ate 1 de Janeiro de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 


Dates of Madrid Assembly Meetings 


University of Bordeaux May 13, 14 
May 16, 17, 18 


May 20-23 


University of Barcelona 


University of Madrid 


University of Vienna May 26, 27 
Inauguration of Netherlands Chapter, 


Amsterdam 
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Chapter News 


International College of Surgeons 


United States and Canadian Chapters 
Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


Southern California Section: The Third 
Quarterly Meeting of the Southern Cali- 
fornia Section was held Wednesday, October 
24, at the Hotel Mayfair in Los Angeles, 
with Dr. J. James Duffy, Chairman of the 
Section, presiding. The guest speaker was 
Dr. Fred L. Soper of Washington, D. C., 
whose topic was “The Stake of the United 
States in International Health.” Dr Soper is 
Director of the Pan-American Sanitary Bu- 
reau and Regional Director of the World 
Health Organization. During World War 
II he was Consultant on Epidemic Diseases 
to the Secretary of War, U.S.A. (1942-1946). 

Dr. Soper is a member of the American 
Association for the Advancement of Science; 
the American Academy of Tropical Medi- 
cine; the American Public Health Associa- 
tion; and the National Research Council, 


Committee on Insect and Rodent Control. He 


has been decorated by the Government of 
Cuba (1940), Brazil (1942) and the United 
States (1944—Typhus Commission Medal; 
1946 the Lasker Award from American Pub- 
lic Health Association), Egypt (1947). 

The attendance was large, including sev- 
eral South American guests presented by 
Dr. Elmer Belt: Dr. and Mrs. Ricardo Ercole 
of Rosario, Argentina, Dr. John Irazu of 
Buenos Aires, and Dr. Lupe Mendoza of La 
Pag, Bolivia. 


Alabama Section: The Alabama section 
will be host to the Southern Assembly of 
International College of Surgeons (Ala- 
bama, Tennessee, Louisiana, Mississippi, 
Florida, Georgia, North Carolina, South 
Carolina) on Feb. 15 and 16, 1952, at the 
Tutwiler Hotel, Birmingham. 

A full two days of surgical papers and 
panels by outstanding essacerts is assured. 
All physicians and their wives are cordially 
invited. 


New York Surgical Section: The first an- 
nual scientific session of the New York State 
Surgical Section of the United States Chap- 
ter, International College of Surgeons, con- 


vened on November 1 at Hotel McAlpin. 
beginning at 2 p.m. and closing at 5. 

The arrangements, under the direction of 
Dr. Henry M. Scheer, Chairman of the Surg- 
ical Section, included presentations of five 
scientific papers by invited guest speakers 
at the afternoon session. The speakers were 
Dr. Walter A. Coakley of Brooklyn, whose 
topic was “Care and Treatment of Burns 
in the Event of Disaster”; Dr. Rudolph Nis- 
sen of New York, who spoke on “Management 
of Difficult Situations in Surgery of Peptic 
Ulcer”; Dr. Philip Thorek of Chicago, who 
discussed “Intestinal Obstruction”; Lt. Col. 
Edwin J. Pulaski of Walter Reed Hospital, 
Washington, D. C., whose topic was “Anti- 
biotics,” and Dr. William Carpenter Mac- 
Carty, Sr. of Rochester, Minnesota, who pre- 
sented “A Look at Some Facts About Gastric 
Cancer.” 

Rear Admiral H. Lamont Pugh, Surgeon 
General, U. S. N., delivered an address en- 
titled “Military Medicine’s Dividends,” at the 
banquet, which was held at Hotel McAlpin 
at 7 p.m. 

Among the guests of the local surgical 
group, of which Dr. Horace E. Ayers is 
Regent, were Dr. Max Thorek of Chicago: 
Prof. Dr. A. Mario Dogliotti of Turin, first 
President of the Italian Chapter of the Col- 
lege; Dr. John Stanley Kenney, President of 
the Medical Society of the State of New 
York; Dr. Moses Behrend of Philadelpia: 
Dr. M. Leopold Brodney of Massachusetts. 
and Dr. Earl] J. Halligan of New Jersey. 

Senor Julio Fernancez-Davila, Consul Gen- 
eral of Peru, and Sefior Francisco Moncaya. 
Secretary to the Consul General of Spain, 
attended the banquet. 


Women’s Auxiliary: The Women’s Aux- 
iliary of the United States Chapter, Inter- 
national College of Surgeons, invites the 
participation of all wives of members in good 
standing (see announcement elsewhere in 
this issue). Women’s Auxiliary pins bear- 
ing the official insignia may be purchased 
by writing to Mr. Ralph Osborne, 1516 Lake 
Shore Drive, Chicago 10. The price is $19 
for gold and $9 for gold-filled pins. 
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California Surgical Section: This section 
will meet on December 2 and 3 at the Am- 
passador Hotel in Los Angeles. The program 
is as follows: 

Sunday, December 2: 
Morning 
Finis G. Cooper, M.D., F.A.C.S., F.I.C.S., 
presiding 
Samuel Perzik, M.D., F.1.C.S.— 

Tumors of the Parotid Gland 
O’Dale Lloyd, M.D., F.A.C.S., 

F.1.C.S. — Hashimoto’s Dis - 

ease—Struma Lymphomatosa 
Elmer Belt, M.D., F.A.CS., 

F.1.C.S. — Vesicovaginal Fis- 

tula 
F. E. Leffingwell, M. D., F.I.C.S. 

—Anesthesia for Cardiac Pa- 

tients 
11:30-12:00: Round table discussion 
12:00 noon: Luncheon, Ambassador Hotel 

Afternoon 
Rafe Chaffin, M.D., F.A.C.S., F.I.C.S., 
presiding 
Malcolm Hill, M.D., F.A.C.S., 

F.1.C.S. — Differential Diag- 

nosis of Rectal Pain 
Justin Stein, M.D., F.A.C.S., 

F.I.C.S.— Carcinoma of the 

Breast 
Mr. Ritz Heerman—Administra- 

tive Practices Committee of 

American Hospital Associa- 

tion—Comparison of Hospital 

Care in Europe and United 

States 
Walter Boyd, M.D., F.A.CS., 

F.1.C.S.—Inguinal Hernia, In- 

direct and Direct 
Round table discussion 
Cocktails, Ambassador Hotel 


9:00 a.m.: 


9:20 a.m.: 


9:45 a.m.: 


11:10 a.m. : 


2:00 p.m.: 


2:20 p.m.: 


2:45 p.m.: 


CHAPTER NEWS 


Monday, December 3: 
Morning 
Elmer Belt, M.D., F.A.C.S., F.I.C.S., presiding 
9:00 a.m.: Kurt Kent, M.D.—Lesions of the 
Duodenum; Their Significance 

Ralph B. Cloward, M.D., F.A. 
C.S., (Honolulu) — 
Changes of the Vertebrae 
Caused by Rupture of Inter- 
vertebral Discs 

Donald C. Collins, M.D., F.A. 
C.S., F.I.C.S.—Endometriosis 
of the Appendix 

Robert Mazet, Jr., M. D., F.A. 
C.S.—Intramedullary Nailing 
of Long Bones 

Round table discussion 

Luncheon, Ambassador Hotel 

Afternoon 

Donald C. Collins, M.D., F.A.C.S., F.I.C.S., 

presiding 

Martin Nogore, M.D., F.A.C.S. 
—How Safe Is Gallbladder 
Surgery. Collective Review of 
1,000 Cases in Seattle, Wash- 
ington 

Conrad Baumgartner, M.D., 
F.A.C.S.,  F.I.C.S. — Trans- 
thoracic Repair of Diaphrag- 
matic Hernia (motion picture 
demonstration ) 

Paul Wiig, M.D., F.A.C.S.— 
Surgical Complications in Ob- 
stetrics and Gynecology 

Cocktails, Ambassador Hotel 

Banquet—Attire optional 
Speaker: Dr. Max Thorek, 
Founder—Why an Interna- 
tional College of Surgeons? 
For hotel reservations, write to the Chair- 

man on Arrangements, Dr. Joseph de las 

Reyes, 1401 South Hope Street, Los Angeles. 


9:20 a.m.: 


9:45 a.m.: 


10:15 a.m.: 


10:40 a.m.: 
12:30" 


2100 


The Women’s Auxiliary 
of the 


International College of Surgeons 


invites the membership and participation of the wives of all members in good stand- 
ing. The purpose of this organization is to aid the work of the men in promoting 
international exchange of knowledge and ideas, and to extend hospitality and friend- 


ship to the wives of surgeons from other countries. 


For details. address Women’s 


Auxiliary. International College of Surgeons, 1516 Lake Shore Drive. Chicago 10. 


Illinois. 


The annual dues of the Women’s Auxiliary are $10 (subject to change) and 
are payable to Mrs. Louis Plzak, Treasurer, Berwyn, Illinois. The first council 
meeting will be held soon. Members will be informed by mail of the exact date. 
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Forthcoming Regional Meetings 


ot the 


International College of Surgeons 


'he Seventeenth Annual Assembly of the United States Chapter will be held at the Conrad Hil- 
ton Hotel (formerly the Stevens) in Chicago, Sept. 2 to 5 inclusive, 1952. Further information 
may be obtained by communicating with Dr. Arnold S. Jackson, Secretary, United States Chap- 
ter, 1516 Lake Shore Drive, Chicago 10, Illinois. 


The Eighth Biennial International Assembly of the International College of Surgeons will be 
held in Madrid, Spain, May 20-23 inclusive, 1952. The plan for travel includes meetings with the 
French Chapter of the International College of Surgeons in Paris and Bordeaux, to be followed 
by meetings in Barcelona, Madrid, Vienna and Amsterdam. Information may be obtained by ad- 
dressing the Secretariat, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Illinois. 


Regional Meetings 
United States Chapter, International College of Surgeons 


Location Date Chairman 


Los Angeles, California December 3-4, Dr. Joseph de los Reyes 
Ambassador Hotel 1951 1401 South Hope Street 


Birmingham, Alabama February 15-16, Dr. Paul W. Shannon 
Tutwiler Hotel 1952 Woodward Building 


Pittsburgh, Pennsylvania March 14-15, Dr. Elmer S. A. King 
William Penn Hotel 1952 3700 Fifth Avenue 


Tulsa, Oklahoma March 28, Dr. André B. Carney 
Mayo Hotel 1952 915 S. Cincinnati 


Detroit, Michigan April 24-25, Dr. Warren W. Babcock 
Statler Hotel 1952 806 Fisher Building 


Kansas City, Missouri April 27-28-29, Dr. Claude Hunt 
President Hotel 1952 | 1612 Professional Bldg. 


Colorado Springs, Colorado May 2-3, Dr. Kenneth Sawyer 
Broadmoor Hotel 1952 1820 Gilpin Street, Denver 


For information, please communicate with the respective chairmen as listed above. 
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General News Notes 


Drive Against Tuberculosis in the Philip- 
pines: A campaign to wipe out tuberculosis 
will be launched this year in the Philippines 
with the $350,000 which the ECA will allocate 
each year for five years for this purpose. 

ECA aid will come in the form of equip- 
ment, supplies and materials, will be added to 
existing chest clinics, mobile roentgen units 
and technicians to launch ten anti-TB units. 

Organization of ten such units each year 
will mean the servicing of ten provinces until 
a total of 50 units and 50 provinces are being 
serviced. Provinces with the highest inci- 
dence and highest TB mortality rates will be 
given priorities in the current campaign. 

At present there are seven chest clinics 
operating, plus three mobile roentgen units. 
Teams in the field have already laid the 
groundwork for the initial moves in the new 
campaign. 

International Dental Congress: London 
has been selected for the eleventh Interna- 
tional Dental Congress, which will be held 
July 19 to 26, 1952. The secretary of the 
Congress, to whom all communications should 
be addressed, may be reached at 13 Hill Street, 
London. 

World Population: According to a Reuter 
report released by the World Health Organ- 
ization, giving a summary of population 
changes in the world in the last fifty years, 
there are now 2,377,400,000 living men, wom- 
en and children. Southern Ireland showed a 
decrease in population of 200,000. India and 
Pakistan have risen from 282,500,000 to 420,- 
400,000. Russia has 200 million and the 
United States 149 million. Great Britain has 
increased its population by 13 million, Italy 
by 46 million, Sweden by 7 million, Norway 
by 3,200,000 and Denmark by 4,200,000. The 
largest percentage increase was in Argentina, 
where the population rose from 4,800,000 to 
16,800,000, showing a 251 per cent increase. 

First International Congress of Neuro- 
pathology: This congress is scheduled for 
the first week of September 1952. Rome has 
been chosen for the convention city. Among 
the topics to be discussed are: histopathology 
of the demyelinating diseases; histopathology 
of vascular diseases; histopathology of schizo- 
phrenia; histopathology of mental deficien- 
cies, and histopathology of senility. Dr. Mario 
Gozzano of Rome will preside over the con- 


gress. Those wishing to be included in the 
program should communicate with him. 

Public Health Service Reports on Carci- 
noma: The possibility of discovering cancer 
of the uterine cervix and starting treatment 
five to seven years before the typical symp- 
toms appear has been demonstrated in clinical 
studies made by the Public Health Service. 

In examining a group of more than 3,000 
women at a clinic formerly operated by the 
Cancer Control Branch of the National Cancer 
Institute at Hot Springs, Arkansas, two physi- 
cians assembled data suggesting that “the ma- 
jority of cervical malignancies existing in a 
group of female patients are present in an 
asymptomatic, localized form for a minimum 
of 5 to 7 years before the typical symptoms 
and clinical appearance of cancer become 
apparent.” 

The studies were made by Dr. Rodney B. 
Nelson, formerly Senior Assistant Surgeon 
(R), and Dr. Albert W. Hilberg, Surgeon (R) 
of the Public Health Service. 

In their examinations the two doctors em- 
ployed the cytologic (smear) test and the 
biopsy. Results of both these tests are dis- 
closed in laboratory examination of the mate- 
rial to determine whether cancer cells are 
present. The cytologic test is made first and 
usually indicates whether a biopsy should be 
made. “Under the conditions of this study,” 
Drs. Nelson and Hilberg reported, “the com- 
bined accuracy of the two techniques in diag- 
nosing carcinoma of the cervix approaches 
100 per cent.” 

The average age of the 3,224 women exam- 
ined was 45.6 years. It was found that there 
was an interval of three years between the 
mean age of patients with cancer of the cervix 
which had not invaded the uterus proper and 
those with early infiltrative cases of carci- 
nomas, and approximately seven years between 
women with preinvasive and women with ad- 
vanced tumors. 

“This points up the importance of the pre- 
symptomatic, incipient stage of cervical can- 
cer and the possibility of diagnosing it over 
a period of several years before it becomes 
clinically apparent,” the investigators said. 
The data assembled, they added, indicate that 
“there is a considerable reservoir of unknown 
cervical cancer in a population which can be 
demonstrated by the means used here. 


. 


New 


Books 


Your Blood Pressure and You. By George 
Halperin. Chicago: Brownlee and Shaw, 
Publishers, 1951. Pp. 94, with 6 illustrations. 

In this brief account, directed to the lay- 
man, Dr. Halperin has written in the simplest 
possible terms of the nature and problems 
of hypertension. Such a work has long been 
needed, for the average layman with high 
blood pressure tends to become unduly 
alarmed about the situation, even in some 
instances to the point of neurosis. 

Dr. Halperin makes no attempt to depre- 
cate or ignore the serious potentialities of 
this condition; on the contrary, he states 
almost at the outset that hypertension is a 
chronic disease and that the patient must 
be prepared to cope with it for the rest of 
his life. Since a realistic facing of the 
facts is the best of all possible bases for 
maintaining emotional balance, the reader, 
once he has accepted them, is ready for a 
down-to-earth discussion of what can be 
done about it. 

This is exactly what Dr. Halperin gives 
him. Writing in the easy, informal tone of 
a personal letter or an intimate group dis- 
cussion, he begins by offering a painstaking 
and admirably simplified explanation of the 
anatomic background of hypertension, from 
which the patient may easily gain a clear 
idea of the cardiac and vascular structures. 
This is combined with an explanation of 
physiologic function. The following quota- 
tions will give an idea of the remarkable 
simplicity and clarity of the writing: “There 
is an opening between the right auricle and 
the right ventricle large enough to admit 
the tips of your four fingers.”. .. “You 
will now conceive of the arterial tree as a 
complete network which covers all of the 
structures of the body and feeds them with 
arterial blood.” 

A discussion of the pros and cons con- 
cerning “normal” blood pressure follows, in 
which Dr. Halperin points out that opinion 
has varied greatly from time to time and 
that blood pressure levels formerly consid- 


ered high may be compatible with a fair | 


level of health and the continuance of work. 
He emphasizes the importance of weight 
control, diet low in salt and the avoidance 
of violent exercise. 

Great stress is laid upon the psychic fac- 


tor. Fear, anxiety, anger and worry are 
emphasized as emotions to be avoided. A 
hopeful and constructive attitude toward 
the disease itself should be built up on a 
foundation of knowledge of the facts and 
an intelligent and continuous effort to live 
wisely. 

Certain therapeutic aspects are briefly dis- 
cussed, including sympathectomy for malig- 
nant hypertension, But Dr. Halperin’s chief 
emphasis, which is in agreement with the 
preponderant medical opinion of today, is 
placed upon diet and psychic adjustment. 
Throughout this short treatise the general 
tone is highly encouraging, despite the fact 
that no pertinent point has been omitted be- 
cause of its unpleasantness. The physician 
or surgeon with patients who are mentally 
and emotionally harassed by fears of what 
hypertension may do to them would do well 
to recommend that they procure and read this 
excellent little book 

—M.T. 


Renal Pelvis and Ureter. By Peter A. 
Narath. New York: Grune and Stratton, 1951. 
Pp. 439. 

This is a valuable contribution to urologic 
literature, both in content and in organization. 
The monograph deals in great detail with a 
topic accorded only a few pages in most 
urologic texts. For the first time the complete 
subject is presented under one cover, obviating 
the need for searching through books on 
anatomy, embryology, histology, pathology, 
physiology, urology and roentgenology. Must 
of the work is original with the author, and 
the excellent illustrations are his own. 

The book opens with an account of the nor- 
mal embryologic picture of the ureter and 
pelvis, followed by a detailed discussion of 
the construction of the normal renal pelvis. 
In the chapter entitled, “Final Form of the 
Renal Pelvis” the author describes the differ- 
ences between the cranial structure and the 
structure of the caudal pole. He further illus- 
trates how each of these is different from the 
structure of the middle calices, taking into 
account the differentiation of major and minor 
calices and specifying whether a calix is a 
middle calix or whether it belongs to the lower 
pole. The author then describes and illustrates 
anomalies and malformations of the renal 
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pelvis. The descriptive matter is accompanied 
by excellent pyelographic studies and dia- 
grams. Separate chapters are devoted to a 
discussion of the normal anatomic and histo- 
logic character of the renal pelvis and the 
ureter, with illustrations in color. 

The most interesting material in the book 
is contained in the chapters dealing with the 
dynamics of the tonus of the urinary tract 
and with absorption and resorption in the 
upper portion of the tract. The author de- 
scribes his method of study, which involves 
a combination of fluoroscopic technic and fast 
serial pictures taken during retrograde pyelo- 
graphic study. His comments on the physi- 
ologic nature of the upper part of the urinary 
tract add much to current knowledge. 

In comparing retrograde and _ excretory 
urographic technics, the author expresses the 
opinion that all patients with urologic disease 
should be studied by intravenous urographic 
methods before instrumentation is contem- 
plated. He expresses the opinion that, al- 
though the intravenous route is more physi- 
ologic, each procedure has its place and one 
is not a substitute for the other. Satisfactory 
results are obtained by excretoryurographic 
study, and the fact that it is not used more 
generally can be attributed to the cost and 
time involved. 

The author deserves praise for this valu- 
able contribution to the knowledge of the 
urinary tract. His book should be read by 
everyone interested in urology. 

DAVID GOMBERG, M.D. 


Textbook of Obstetrics. By John F. Cun- 
ningham. New York: Grune & Stratton, 1951. 
Pp. 499, with 297 illustrations. 

This book is an adaptation of lecture notes 
and is intended primarily for use by students. 
The procedures described are in accordance 
with the ethical standards of the Roman Cath- 
olic Church. 

The entire subject of obstetrics is pre- 
sented in only 487 pages of text. No bibli- 
ographic references are included. The medical 
undergraduate, harassed for time in preparing 
his various curricular assignments, may find 
the book useful, but as a reference for later 
consulation it is lacking in some respects. 

It is interesting to note that the author, in 
the chapter entitled “Obstetrical Forceps”, 
expresses preference for the left lateral or 
Sims position for the parturient. The forceps 
rotation principle of Scanzoni is not presented. 
The author apparently prefers manual rota- 


NEW BOOKS 


tion or the Kielland forceps. The piper and 
Borton forceps are not discussed. 

The full advantages of antibiotics in rela- 
tion to dystocia are not presented, doubtless 
owing to the usual lapse of time between the 
preparation and the publication of a book. 
The author advises induction of premature 
labor for parturients with small palvises, a 
concept largely abandoned in the United 
States. 

Too much space is devoted to technical de- 
scriptions of symphysiotomy and pubiotomy. 
These procedures are archaic and have no 
interest beyond the historical. 

Improvement in the quality of the illustra- 
tions, together with certain minor revisions, 
would make this a most desirable book for 
the medical student. 

ALFRED A. KOBAK, M.D. 


Indications For and Results of Splenec- 
tomy. By Frederick A. Coller, Alexander 
Blain and Gould Andrews. Springfield, IIl.: 
Charles C Thomas, Publisher, 1950. Pp. 100, 
with 16 illustrations. 

This book, a monograph in the series Amer- 
can Lectures in Surgery, comes from the De- 
partments of Surgery and Medicine, Univer- 
sity of Michigan Medical School, and is based 
on a series of 132 elective splenectomies. The 
authors, after an initial chapter of general 
considerations in which they point out that 
splenectomy has developed as an empiric pro- 
cedure and is still subject to controversy, 
offer separate short discussions of this opera- 
tion in connection with thrombocytopenic pur- 
pura, Banti’s syndrome, Cruveilhier- Baum- 
garten disease, Falty’s syndrome, Gaucher’s 
disease, lupus erythematosis and the various 
anemias. There is also a chapter on accessory 
spleens. 

The technic of splenectomy is briefly but 
adequately described. The authors generally 
use inhalation anesthesia (nitrous oxide- 
ether). They emphasize the careful selection 
of patients for this form of surgical interven- 
tion, particularly of patients with Banti’s 
syndrome. 

The illustrations, which consist chiefly of 
photographs, photomicrographs and roentgeno- 
grams, are excellent. A number of pertinent 
statistical tables are included. The book has 
the compactness, interest and usefulness gen- 
erally found in the American Lectures series. 
It is well worth the attention of any surgeon 
who operates on the spleen. 

M.T. 
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Abstracts from Current Literature 


The Failure of Tonsillectomy. Hyde, T. L., 

J.A.M.A. 2:1478-1480, 1951. 

Tonsillectomy is the commonest surgical 
operation and is performed by more different 
physicians and surgeons than any other. Dr. 
Hyde, in a general surgical practice at The 
Dalles, Oregon, found by examining 1,000 
consecutive unselected cases that 68 per cent 
of the patients had some tonsillar remnants. 
Lymphoid tissue was observed much more fre- 
quently in the tonsillar scar. In his opinion, 
the single characteristic that distinguishes 
the palatine tonsil from other lymphoid tissue 
of the pharnyx is the crypt. Other writers 
have rated tonsil tags remaining in 22 to 80 
per cent of patients examined. This indicates 
that tonsillectomy is not a particularly suc- 
cessful operation. 

There was no significant difference between 
the incidence of residual tags after operations 
performed by otorhinologists and those done 
in general practice. Among the 400 patients 
who had undergone a tonsillectomy with local 
anesthesia only 59 per cent had tags. This 
would appear to be a significant difference in 
favor of local anesthesia, but it may merely 
reflect the comparative ease of operating in 
the larger throats of older patients. 

Too often, doctors have been enthusiastic 
for a “slick”, “easy” or “quick” method of 
tonsillectomy and have not paid enough atten- 
tion to the technical details. Tonsillectomy 
may be facilitated by the position of the pa- 
tient. For the patient under a general anes- 
thetic, the Davis type of mouth gag allows 
the head to hang inverted over the end of the 
operating table. The surgeon sits in front of 
the open mouth. The blood from any uncon- 
trolled bleeding runs down into the naso- 
pharnyx and out through the nose. The head 
mirror provides the best illumination. Dis- 
section of the tonsil is done with a sharp 
knife. The tonsil is outlined, including all 
visible tonsil tissue, especially at the junction 
of the tonsil and tongue. The tonsil edge is 
grasped with a tenaculum at the superior pole. 
The dissection then proceeds upward and 
backward by sharp snips with scissors. Care- 


ful dissection of the tonsil often demonstrates - 


the existence of irregular rounded lobules of 
tonsil, 2 to 20 mm. in\diameter, extending out 
beyond the so-called capsule into the periton- 
sillar tissue. 


Arterial bleeding is controlled by clamp and 
tie as in any other operation. The Sten clamp 
with the jaws curved at 45 degrees seems the 
most convenient for arteries. The tie is made 
with a 20-inch strand of No. 20 crochet cotton. 
The dissection by scissors is carried completely 
through to the base of the tongue. The snare 
is not used. 

When the operation is done with the region 
under local anesthesia, the patient is seated 
on an operating table, which is arranged with 
the foot down and the back up to form a chair. 
The knee strap is tightened across the lap so 
that the patient can lean forward against it. 
The table is raised to full height. The surgeon 
sits in front of the patient, who leans forward 
so the mouth opens downward. Blood and 
saliva drain downward and out of the mouth 
rather than into the pharnyx. After infiltra- 
tion with the anesthetic, the dissection is be- 
gun by an incision as afore described, all of 
the tonsil being outlined. The tenaculum 
grasps the tonsil at the lower anterior part, 
the junction of the anterior pillar and the 
tongue. The dissection proceeds upward and 
backward with no opportunity for blood to 
collect in a pool at the line of dissection. In 
this position, each tonsil can easily be removed 
without the patient’s coughing or gagging, ex- 
cept for an occasional spurting artery which 
may jet across into the pharnyx. 

Two hundred and sixty-two patients have 
been operated on in this manner, with 18 per 
cent showing lymphoid tissue in the tonsillar 
area. In only 2 cases could a remnant of tonsil 
be found. 

H. J. ROSEVEAR, M.D. 


‘Antethoracic Jejunal Transplantation for 


Congenital Esophageal Atresia with Hypo- 
plasia of the lower Esophageal Segment. 
Longmire, W. P., Surg., Gynec. & Obst. 
93:310, 1951. 

Occasionally children are born with extreme 
hypoplasia of the lower portion of the eso- 
phagus and atresia, so that they will starve to 
death unless a gastrostomy is quickly done 
for feeding purposes. The diagnosis can be 
confirmed by roentgen studies and extrapleural 
mediastinal exploration. In such cases, Long- 
mire recommends that a loop of jejunum be 
placed subcutaneously in front of the sternum, 
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as a substitute esophagus. The operation can 
be done in two stages after a right-sided gas- 
trostomy has been functioning a short while. 
A left-sided cervical esophagostomy is per- 
formed at the same time as the gastrostomy. 
When the child’s condition permits, usually a 
short time after birth, antethoracic jejunal 
transplantation is done. The midline incision 
extends from just above the navel to just be- 
low the upper esophageal opening in the left 
side of the neck. The skin flaps over the 
sternum are undermined and the abdomen is 
entered throughout the abdominal portion of 
the skin incision. Two or three primary mes- 
enteric vessels are ligated as near to the 
mesenteric arcuate vessels as is possible. Thus 
a sufficiently long loop of jejunum can be 
separated from the intestinal tract. It remains 
attached to its mesentery only where a large 
vessel enters to supply this loop with blood. 
Then this jejunal loop is divided near the 
ligament of Treitz and, distally, beyond the 
site of ligation of the primary mesen- 
teric vessels. (This latter portion is later 
to become anastomosed to the cervical portion 
of the esophagus, which is Stage 2 of this 
procedure). The severed portions of the re- 
maining jejunum are anastomosed end to end. 
Then the proximal portion of the isolated 
jejunal loop (which is close to the remaining 
mesenteric blood supply for this loop, is ana- 
stomosed to the anterior aspect of the stomach, 
after which this freed jejunal loop is placed 
subcutaneously in front of the thorax and the 
skin flaps closed over it. (Eventually, and pre- 
ferably, an intrathoracic position for this 
transplanted jejunal loop may be possible.) 
After about two weeks the edema of the distal 
portion of this jejunal loop (which was left 
protruding through the upper end of the skin 
incision) subsides, and then Stage 2 of the 
procedure (cervical esophagojejunal anastomo- 
sis) can be performed. In the 2 cases in which 
he has performed this operation, Longmire 
has obtained a very satisfactory result. 
RICHARD A. LEONARDO, M.D. 


Surgical Treatment of Intra-Oral Cancer. 
Walker, H. S. J., J.M.A. Alabama 20:357, 
1951. 

This article deals with the general charac- 
teristics of intra-oral epidermoid carcinoma, 
and discusses the histology, metastases, multi- 
centric origin, diagnosis and ultimate course. 
Surgical and irradiative treatment are com- 
pared, as are electrosurgical and “cold knife” 


ABSTRACTS 


technics. Escharotics are mentioned only to be 
condemned. The general factors in extensive 
operations on the head and neck surgery are 
outlined, including radical neck dissection. 
The effect of sacrifice of certain structures, 
unilaterally and bilaterally, including nerves 
and blood vessels, is outlined. The article ends 
with a discussion of carcinoma in specific re- 
gions, such as the tongue, the floor of the 
mouth, the buccal mucosa and the gingivae. 
RAYMOND GREEN, M.D. 


Observations on Human Abortion Ova. 
Monie, I. W., Manitoba Med. Rev., 1951. 
The products of abortion in 90 cases are 

analyzed, discussed and correlated as far as 

possible with the maternal pathologic picture. 

It has been suggested that, since so many 
aborted embryos are abnormal, it is as well 
to let Nature take her course, allowing such 
embryos to die in utero and undergo expulsion 
or resorption but one of the aims of antenatal 
research is to discover the factors that initiate 
embryonic abnormality, in the hope that some 
way to control them may eventually be found. 

EDMUND LISSACK, M.D. 


Acute Perforation of Gastroduodenal Ulcer 
Treated Conservatively. Scott, E., Brit. M. 
J. 1:675, 1951. 

The author hoped to prove that surgical in- 
tervention should no longer play a predomi- 
nant part in the immediate treatment of per- 
forations. In his opinion, since in every per- 
foration the peritoneal exudate is protective, 
the removal of the latter by suction and swab- 
bing is serious for the patient. Also, it is ob- 
served at operation that in a large percentage 
of cases the perforation has already become 
sealed off. Although he admits that closing 
the perforation prevents further leakage, he 
points out that if continuous suction is used 
(this is a part of the conservative regime) 
there is little probability of further leakage. 
Other features recommending nonoperative 
management are the avoidance of postopera- 
tive shock, postanesthetic complications, wound 
infection, incisional hernia and spread of lo- 
calized peritonitis. He records 15 cases of un- 
selected perforated gastroduodenal ulcer, with- 
out fatalities. The duration of perforation 
ranged from two to thirteen hours. The num- 
ber of days in the hospital ranged from twelve 
to forty-nine. The regime consists of continu- 
ous suction, intravenous fluids, morphine, 
chemotherapy and deep breathing exercises. 

RAYMOND GREEN, M.D. 
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Two Cases of Simmonds’ Disease Due to Post 
Partum Necrosis of the Pituitary Gland. 
Hausmann, W., and A. Kalinowski, A., 
Brit. M. J. 1:924, 1951. 

Patients with Simmonds’ disease present a 
picture of deranged pituitary function that 
can not be paralleled by operating on animals. 
The title “Simmonds’ disease” should be re- 
stricted to this type of case (pituitary failure) 
due to postpartum necrosis of the pituitary 
gland as described in Simmonds’ original 
article. 

Two cases are presented in which the func- 
tion of the pituitary gland had been so dis- 
turbed that the production of thyrotropic, 
gonadotropic and adrenocorticotropic hor- 
mones was reduced. There were myxedema, 
subnormal temperature, a slow pulse, and a 
low basal metabolic rate, with intolerance to 
cold. The lack of gonadotropic hormone caused 
cessation of menstruation, with sexual involu- 
tion and the absense of pubic hair. The lack 
of the adrenocorticotropic factor reduced the 
blood pressure, the blood sugar level and 
ketosteroid production. The myxedema and 
the lowered basal metabolic rate resulted from 
lowered amounts of thyrotropic hormone. 

Adrenal cortical hormone and doca brought 
satisfactory recovery. Since the sodium and 
potassium levels were not grossly upset, the 
doca must have other functions in these cases. 
Methyl testosterone seemed to help in main- 
taining the patients in a fair state of health. 

A. H. LETTON, M.D. 


Intraspinal Epidermoid Tumor. Moore, W. 
W., and Walker, E., Neurosurg. 8:348, 1951. 
The subject of dermoid and epidermoid tu- 

mors of the spinal canal is introduced, refer- 

ence being made to their relation to teratoids 
and teratomas and to their general manage- 
ment and behavior. An interesting case with 
an unusually long history is described in de- 
tail. The patient was a 52-year-old man in 
whom the lower limbs were first involved at 
the age of 10. Since that time various proced- 
ures had been carried out to improve his de- 
ficiencies, but the primary lesion had not been 
treated. The authors diagnosed and removed 

a tumor lying beneath the dura mater, extend- 

ing from the first to the fourth lumbar levels. 

The pathologic diagnosis was epidermoid of 

the spinal canal. Subsequently, the patient’s 

symptoms were greatly improved. 

LYON H. APPLEBY, M.D. 
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Surgical Treatment of Duodenal Ulcer. Crile, 

G. Jr., Am. Surg. 17:558, 1951. 

Duodenal ulcer is not due primarily to lack 
of resistance of the mucosa (as appears true 
of gastric ulcer) but rather to vagal stimula- 
tion, which results in hypersecretion and hy- 
peracidity of the gastric juices, according to 
the studies of Dragstedt. A radical gastric re- 
section, in the hands of an especially skilled 
gastric surgeon, is curative of this psychoso- 
matic disturbance, but it is Crile’s opinion that 
the average surgeon is often not justified in 
performing this operation for the relatively be- 
nign lesion like a duodenal ulcer. For instance, 
if the operative mortality is 5 per cent or more, 
Crile recommends that the surgeon abandon 
gastric resection and treat the duodenal ulcer 
by vagotomy plus gastroenterostomy. Neither 
operation alone is successful, but the combina- 
tion will cure the vast majority of duodenal 
ulcers that have failed to respond to repeated 
medical therapy. Crile cites a recent survey 
made by the American Gastroenterological 
Association in which 98 per cent of 1,000 con- 
secutive patients with duodenal ulcer re- 
mained free of ulcer symptoms after com- 
bined vagotomy and gastroenterostomy. He 
adds that these two operations act synergis- 
tically, abolish the ulcer diathesis and prevent 
recurrent ulceration more effectively than 
does the average gastric resection in the hands 
of the average surgeon. 

RICHARD A. LEONARDO, M.D. 


Carcinoma of Sweat Glands. Stout, A. P., 
and Cooley, S. G. E., Cancer 4:521, 1951. 
This paper commences by trying to crystal- 

lize the criteria for diagnosing a true sweat 
gland carcinoma. Investigation of the litera- 
ture on the subject has caused the authors to 
discard many of the lesions so described. 
There is a brief study of previous work on 
the subject. There are 12 case reports, 
in three groups: Group 1, lesions with 
metatases; Group 2, lesions without metas- 
tases, and Group 3, sweat gland epithelioma. 
There are twenty-three illustrations showing 
the gross and microscopic appearance of the 
tumors discussed. The summary includes the 
clinical and pathologic changes peculiar to 
these tumors and makes a plea for more con- 
cise diagnosis of sweat gland carcinoma. It is 
suggested that this be restricted to these rare 
glandular infiltrating and metastasizing tu- 
mors that arise in the skin. 

LYON H. APPLEBY, M.D. 
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Fractures of the Sphenoidal Sinus with Cere- 
brospinal Rhinorrhoea. Walpole Lewin, 
and Hugh Cairns, Brit. M. J. Jan. 6, 1951. 
It is now generally accepted that cerebro- 

spinal rhinorrhea following a head injury in- 
dicates a dural tear related to a fracture in- 
volving the paranasal sinuses. The authors 
emphasize the fact that a fascial repair of the 
torn dura is required to insure against future 
intracranial infection. 

Most of the fractures involve the frontal or 
ethmoid sinuses, but exceptional ones may in- 
volve the petrous portion of the temporal 
bone, and the cerebrospinal fluid passes into 
the nose by way of the middle ear and the 
eustachian tube. The authors discuss the an- 
atomic background, the incidence and the 
mechanical causes of fracture and present a 
series of 84 cases of cerebrospinal rhinorrhea 
in which the incidence of intracranial infec- 
tion was 19 per cent. In this series a dural 
tear over the sphenoidal sinus was observed 
in 11 cases or 13 per cent, and was the only 
tear related to the paranasal sinuses in 5 or 6 
per cent. This study indicates that the risk of 
meningitis is greater in sphenoidal sinus frac- 
tures with dural tears because of the proxim- 
ity of the basal cisterns. In the authors’ series 
the main clinical characteristic was the pro- 
fuse rhinorrhea. 

Another sign that may be helpful in diag- 
nosis roentgenographic demonstration of air 
in the cisterna chiasmatica. ‘Neighborhood 
signs,” such as evidence of damage to the 
hypothalamic region, the optic chiasm or the 
carotid artery, were present in nearly one- 
half of the cases involving the sphenoidal 
sinus. 

The difficulty of repairing a dural tear over 
the sphenoid sinus may be considerable and 
thus the surgeon must be prepared to make a 
full bifrontal exposure and, if need be, to 
divide the olfactory tracts. 

In 8 of the 5 involving the sphenoid sinus 
there developed pneumococcic meningitis, in 
2 within a week of injury and in eight months 
later. In 2 cases this occurred before penicil- 
lin was available, and the patients died. The 
third patient was treated with penicillin and 
recovered. Thus 3 patients underwent suc- 
cessful dural repair. They have been followed 
up for nearly four years and have had no fur- 
ther rhinorrhea or intracranial infection, and 
all are well and working. 

CHARLES C. ABBOTT, M.D. 
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Bilateral Carcinoma of Male Breast After 
Estrogen Therapy. McClure, J. A., and 
Higgins, C. C., J.A.M.A. 146:7, 1951. 

The reported cases of cancer developing in 
the male breast after estrogen therapy are 
briefly commented upon. It is noted that ques- 
tionnaires sent to 150 urologists asking for 
reports on mammary cancer in patients treated 
with estrogens for prostatic cancer showed 
that only 1 out of 17,000 patients was re- 
ported on. A detailed description is given of a 
lesion diagnosed as transitional cell carcinoma 
of the bladder. The patient, a man, was treated 
with irradiation and stilbestrol. Carcinoma 
simplex developed subsequently. The authors 
advise preliminary investigation of the family 
history and examination of the breasts of pa- 
tients subjected to estrogen therapy. 

LYON H. APPLEBY, M.D. 


Glinski and the Aetiology of Simmonds’ Dis- 
ease. Robertson, J. Douglas, Brit. M. J. 
1:921, 1951. 

This is a reevaluation and reminder of a 
paper written by Glinski thirty-seven years 
ago, in which he drew attention to evidence 
indicating the anterior rather than the pos- 
terior lobe of the pituitary gland is “the active 
and more important division.” 

Glinski drew attention to the difference in 
size of the pituitary gland in virgins, non- 
virgins and pregnant women. This difference 
appeared in the size of the anterior lobe. He 
also demonstrated that the gland is pregnancy 
was pale as compared to the reddish brown 
color of the normal gland. In his opinion this 
was due to changes in ovarian function, for 
castration of male animals produced enlarge- 
ment of the pituitary. 

He cited 2 cases of necrosis of the anterior 
lobe, which, he stated, was undoubtedly due to 
thrombosis of the pituitary arteries. 

Simmonds’ early papers are reviewed and 
his reference to Glinski is noted. 

“This article,” says Dr. Robertson, “has been 
written with the object of making Glinski’s pa- 
pers better known, as they do not appear to be 
generally available in this country. It is inter- 
esting to note that some 37 years ago Glinski 
advanced the hypothesis that necrosis of the 
anterior pituitary was the cause and not the 
effect of atony of the uterus, hemorrhage, 
and collapse in women at childbirth—a new 
subsequently elaborated by Taylor and Shea 
(1944), but not accepted by Sheehan (1948).” 

A. H. LETTON, M.D. 
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The Blood Vessel Bank. Keefer, E. B., An- 
drus, W., Glenn, F., Humphreys, G. H., 
Lord, J. W., Murphy, W. B., and Touroff, 
A. S., J.A.M.A. 145:888, 1951. 

Under present circumstances the modern 
blood vessel bank requires the cooperation of 
a number of institutions. Especially does it 
require the contribution of material from as 
many hospitals as possible within a large 
medical center or in a large city. 

Blood vessel grafts should be taken from 
donors preferably under 45 years of age. Ma- 
terial selected should be from bodies free of 
malignant and marked degenerative and in- 
fectious diseases. Blood vessels of various 
sizes must be obtained within six hours post 
mortem. 

The method of storage and sterilization of 
solutions and material is outlined in consider- 
able detail in order to illustrate the difficulties 
and the necessary materials required for the 
proper maintenance of a blood vessel bank at 
present. The preparation of solutions; the bac- 
teriologic studies; antibiotic preparations 
added to the solutions to maintain bacterial 
free conditions; these are some of the prob- 
lems discussed. Careful pathologic and tissue 
culture studies are necessary when each donor 


graft is taken. Microscopic studies that reveal 
alterations from the normal will cause the 
graft to be discarded. The graft should be 
removed in a manner as close as possible to 
that which follows the technique of the op- 
erating room. ; 


Morris T. FRIEDELL, M.D. 


Lowering Mortality from Bulbar Poliomyeli- 
tis. Galloway, T. C., and Seifert, M. H., J. 
Iowa State M. Soc. 41:341, 1951. 

In the author’s opinion, the general attitude 
of pessimism associated with bulbar poliomye- 
litis and the idea that overwhelming virus in- 
fection of vital centers renders successful 
treatment unlikely are not warranted. They 
are convinced that few bulbar polio patients 
need die if treatment is dispensed in accord- 
ance with a sound appreciation of the physio- 
pathologic nature of the disease, and that the 
serious results are produced by anoxia and 
carbon dioxide excess. 

The fundamental disturbance in bulbar po- 
lio, the authors suggest, is an obstructed air- 
way stemming from the associated disturbance 
in the swallowing mechanism which permits 
the accumulation of secretions, food and vomi- 
tus in or over the airway. Treatment based 
on this concept led to no death among 12 suc- 
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cessive patients with pharyngeal paralysis 
treated early in an area where the mortality 
rate at the same time was 27 to 38 per cent. 

They recommend, in order of importance, 
postural drainage; continuous suction; trache- 
otomy if necessary; parenteral feedings and 
the use of the respirator if there is central 
depression, and the administration of oxygen. 

The restlessness associated with anoxia, 
while demanding additional oxygen, may lead 
to the fatal mistake of .sedation. In the des- 
perately ill patient the ordinary symptoms of 
anoxia are not easy to evaluate and, when 
overlooked, have rapidly cumulative effects 
which make the reversibility of the cellular 
changes less likely. The bulbar polio patient 
in whom the swallowing mechanism is in- 
volved is thus in danger of drying of anoxia 
by drowning in his own secretions. 

For postural drainage the authors advocate 
elevation of the bed to a 20 degree or a 25 de- 
gree angle. The secretions are removed by 
suction through the oral cavity as fast as they 
collect. The apparatus utilized must be an 
efficient one, and the Venturi type is strongly 
recommended. Close medical supervision is 
extremely important. Fluids, electrolytes, vi- 
tamins and calories are provided parenterally 
until swallowing is possible, usually from the 
fifth to the tenth day. Antibiotics, never sul- 
fonamides, are used for preventing infection. 

Abundant experience has proved the value 
of tracheotomy when the patient is seen late. 
The administration of oxygen is not so im- 
portant as the elimination of accumulated 
carbon dioxide, for which an airway is the 
most vital feature. 

Polio in pregnancy has had a bad record be- 
cause the filled uterus embarrasses respiration 
and the heart. If the patient is near term with 
a viable fetus the authors advise early trache- 
otomy followed by cesarean section which has 
a good prognosis. 

THOMAS WILENSKY, M.D. 


Plasmosan in the Prevention and Treatment 
of Shock. Arden, G. P., Mandow, G. A., 
and Stoneham, F. J. R., Brit. M. J. 1:1099, 
1951. 

The authors used Plasmosan as a plasma 
substitute in 37 major surgical cases, and 
found it to be effective in maintaining normal 


’ blood pressure when plasma was not available. 


In the presence of shock, it restored normal 
blood pressure for sufficient time to effect 
economy in the use of whole blood. 

HOWARD S. STERN, M.D. 
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Experimental Gastric Devascularisation and 
Denervation—Physiologic Gastrectomy (La 
Devasculatisation Et TInervation Gas- 
trique Experimentales). Gastrecetomic 
Physiologique Debrulle, M. J. de Chir. 67: 
396, 1951. 

The excellent results of the different tech- 
nics of a radical gastric resection in cases of 
gastric or duodenal ulcer resistant to medical 
treatment should not prevent the consideration 
of less mutilating interventions if real advan- 
tages can be achieved by them. The bivago- 
tomy of Dragstedt and gastric devasculariza- 
tion in the treatment of duodenal ulcers have 
their supporters. Radical healing means not 
only healing of the existing ulcer by opera- 
tive measures but the prevention of a relapse 
caused by the excessive quantity of hydro- 
chloric acid in contact with the mucous mem- 
brane of the duodenal or gastrojejunal anas- 
tomosis. It is believed that even the gastric 
devascularization without gastroenterostomy 
gives satisfactory results. This paper de- 
scribes the experimental results obtained by 
the latter method. It is concluded that gastric 
devascularization in dogs with experimental 
ulcers was not of positive benefit in preventing 
marginal stitch ulcers, but the incidence of 
ulcers after devascularization was less fre- 
quent and the curative influence on existing 
ulcers was noteworthy. On the basis of these 
experimental data, gastric devascularization 
as a surgical therapeutic procedure should be 
considered in duodenal ulcer therapy. 

W. K. FRANKEL, M.D. 


Hyperthyroidism in the First Year of Life. 

Fischer, P. M.S., Brit. M. J. 1:217, 1951. 

A review of the available literature shows 
that only 5 cases of hyperthyroidism occuring 
in the first year of life have been reported. 
These cases are cited and 1 new case is added. 

Baby P. was born to a 21-year-old European 
mother on May, 20, 1950, after a normal, easy 
labor. In February 1950 the mother became 
irritable and nervous. One week later severe 
thyrotoxicosis developed almost overnight. 
She was admitted to the hospital and given 
200 mg. of propylthiouracil daily. A few weeks 
later she was also given Lugol’s solution. This 
regime helped considerably but did not com- 
pletely control the disease. 

Immediately post partum, Baby P. cried 
lustily and appeared normal in all respects 


except for slight restlessness and numerous — 


“erying spells.” During these spells some cya- 
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nosis was apparent. On the fourth day he was 
extremely restless, and his breathing was 
rapid and weak. Cyanosis was present, and 
a temperature of 102 F. was recorded. Oxygen 
and penicillin were administered. 

On the fifth day a temperature of 104 F. 
was recorded. The pulse was uncountable, but 
the rate was estimated at 240 per minute. The 
skin was dry, and dehydration was present. 
The blood count and urinalysis revealed no 
abnormality. 

Subcutaneous infusions were given, and 
within an hour the temperature was 102 F. 
and the pulse rate 180 per minute. This ther- 
apy was contined for the next two days. Peni- 
cillin was discontinued. The pulse rate re- 
mained 180 to 200 per minute. On the sixth 
day a fullness of the thyroid gland was noted, 
the upper poles extending up to the hyoid 
bone, with the lower poles just above the 
sternoclavicular joint. 

On the eighth day exophthalmos was noted. 
The skin was very oily. He was given a high 
caloric diet and vitamins. His temperature 
stayed normal until the thirteenth day, when 
he vomited and his temperature rose to 100 F. 
His course was rather rough through the 
eighteenth day, when he seemed some what 
better but was far from a satisfactory condi- 
tion. Two minims of Lugol’s solution was 
given twice daily, and he began to gain weight. 

By the twenty-eighth day his condition was 
much better. He was seen again at the age 
of 4 months, at which time he seemed normal 
in all respects. His development was normal 
according to the Gesell scales. 

A discussion of the etiologic theories ad- 
vanced in this case is included. 

A. H. LETTON, M.D. 


Transabdominal Splanchnic Anesthesia for 
Gastric Surgery. Sowers, B. F., Am. J. 
Surg. 1:800, 1950. 

Dr. Sowers reports on splanchnic anes- 
thesia, which has proved useful in perform- 
ing gastric operations. This technic is some- 
what similar to the Ogilvie technic except that 
Ogilvie uses a long spinal needle with a short 
beveled end. Injection is made between the 
aorta and the vena cava in the area above 
the lesser curvature of the stomach after the 
space has been identified by the index finger. 
This technic is especially suitable for pa- 
tients the older age group when combined 
with local and intercostal block. 

M. T. FRIEDELL, M. D. 
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Dr. Herbert Acuff of Knoxville, Tennessee, 
formerly President of the United States Chap- 
ter and since 1950 President of the Interna- 
tional College of Surgeons, died very suddenly 
of a heart attack in his home city on Friday, 
November 2. His untimely passing is a tragic 
shock not only to the College but to everyone 
who knew him. 

Dr. Acuff was born on August 22, 1886, in 
Washburn, Tennessee. He was educated in 
the public schools of Washburn and took his 
medical degree in 1911 at the School of Medi- 
cine of the University of Louisville. His in- 
ternship was served at the Knoxville General 
Hospital. As a postgraduate student he spent 
six months at the Mayo Clinic; in 1914 he 
studied in Vienna and Berlin, and in 1917 at 
the University of Pennsylvania and at Belle- 
vue Hospital, New York. In 1937 he did post- 
graduate work in England, Scotland (Edin- 
borough) and Sweden. In addition, various 
studies at a number of clinics were included 
in his postgraduate training. 

Throughout his career Dr. Acuff never 
ceased in his pursuit of such knowledge and 
skill as would enable him to serve his patients 
better. Academically always sound and thor- 
ough, he never permitted the technical as- 
pects of learning to overshadow the human 
element, nor did he ever forget, even mo- 
mentarily, that the patient’s welfare is the 
primary concern of a man dedicated to the 
profession of healing. 

He became increasingly interested in 
surgery, which finally absorbed his attention 
above all other fields. In 1941 he became a 
Fellow of the International College of Sur- 
geons and in 1948 was chosen President-Elect 
of the United States Chapter. 

As a surgeon, Dr. Acuff achieved and main- 
tained an impressive balance between the alto- 
gether conservative and the incautiously rad- 
ical. Endowed by nature with that reassuring 
calmness of approach which means so much 
to the patient and provides the surgeon with 
so reliable a safeguard, he became a bulwark 
of strength to those who sought his profes- 


sional services. 


In Memoriam | 


HERBERT ACUFF 
M.D., F.A.C.S., F.I.C.S. 


1951 


As a Fellow of the International College of 
Surgeons Dr. Acuff typified the ideal. He 
was tireless, enthusiastic, never too busy to 
help when help was needed. No less active in 
international surgical interests than in the 
affairs of the United States Chapter, he be- 
came known throughout the world as a repre- 
sentative American surgeon of the highest 
type. It was impossible to question his whole- 
hearted support of the College principle that 
science recognizes no racial, national or re- 
ligious boundaries. His colleagues here and 
abroad found him always accessible and ready 
to share his knowledge and experience with- 
out stint. He was a frequent contributor to 
this Journal and to many other scientific pub- 
lications, and a sought-after participant in 
many professional assemblies both here and 
abroad. He became President of the Interna- 
tional College in 1950. 

Dr. Acuff was a member of the American 
Medical Association, the American College of 
Surgeons, the Tennessee State Medical So- 
ciety, the Southern Medical Association, and 
the Knox County and Southern County Med- 
ical Associations. He was vice-president of 
the Southern Surgical Congress and of the 
Tennessee Division of the American Cancer 
Association. He headed the Acuff Clinic in 
Knoxville, which he founded. He was chief of 
staff at St. Mary’s Memorial Hospital; visiting 
general surgeon at the Knoxville General and 
the Riverside-Fort Sanders Hospitals; Con- 
sulting Surgeon at the Beverly Hills sana- 
torium; chief consulting surgeon to the Pru- 
den Coal and Coke Company, and official sur- 
geon to the Southern Railway System. 

Dr. Acuff is survived by his wife, the former 
Miss Lola Pruden, whom he married in 1915, 
and by a daughter. The heartfelt sympathy 
of the International College is tendered to 
these bereaved, whose loss alone can be 
greater than that of Dr. Acuff’s friends and 
colleagues. He will be sorely missed not only 
in the Assemblies he helped to make vital and 
memorable but in the perpetual interchange 
of correspondence and companionship. 
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